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Introduction

The Spinal Cord Injury and Disorders Outcomes (SCIDO) application is a system for compiling spinal
cord injury and disorders information. The SCIDO application accesses several other Veterans Health
Information Systems and Technology Architecture (VistA) programs that contain information regarding
diagnoses, prescriptions, surgical procedures, laboratory tests, radiological exams, patient demographics,
hospital admissions, and clinical visits. This access allows clinical staff to take advantage of the data
supported by VistA. Information can be summarized at three levels: local medical center, SCI&D region,
or national research access.

Recommended Users

The SCIDO application is designed for clinicians, administrators, and researchers who provide care to
Veterans with spinal cord injury or disorders.

Related Manuals or Documents

SCIDO 3.0 Interim Regional J2EFE Installation Guide
SCIDO 3.0 Deployment Guide

SCIDO 3.0 Interim Technical Manual/Security Guide
SCIDO 3.0 Interim VistA Installation Guide

SCIDO 3.0 Interim Release Notes

VistA Document Library
Online documentation for this product is available in the VistA Document Library (VDL) . Use the

following internet address to access the VistA Document Library: http://www.va.gov/vdl/. Select the
Spinal Cord Injury and Disorders Outcomes link to access the SCIDO documentation.

Section 508 Compliance

The Veterans Health Administration (VHA) fully supports Section 508 of The Rehabilitation Act and is
committed to equal access for all users. Every effort has been made to ensure that the SCIDO application
meets Section 508 compliance. The SCIDO application was assigned a status of Section 508 compliant
on May 10, 2010.

VA Service Desk

REDACTED
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Overview and Features

The SCIDO application has been organized using World Health Organization concepts. After a cover
sheet summarizing the patient’s status and a registration sheet, tabs address impairments, medical
complications, activities, and participation. The reports tab and administration tab follow these health
domain tabs.

Subject Tabs

The footer of each page contains seven tabs representing the pages of the application. Moving from one
page to another is possible by simply selecting the tabs located at the bottom of each page. For example,
if the user is on the Activities tab and wants to open the Impairments tab, the user selects the Impairments
tab in the footer.

| Cover Sheet | Reqistration | Impairments | Medical Complications | Activities | Participation & SWLS | Reports ||

Subject Tabs
The SCIDO application can be navigated through the following tabs:

Cover Sheet — displays a summary of the patient’s status. It displays recent diagnoses and CPT
codes from the past five years. The Cover Sheet also displays information the user may have entered
through three other tabs of the application. If the information has not been entered, these fields will
be blank. The patient record opens to the Cover Sheet unless the Veteran has not been registered in
the SCIDO application.

Registration Tab — used to register Veterans into the SCIDO application and to enter data, which
allows staff access to valuable regional and local program data. This information is designed to
simplify your job. Investing a small amount of time entering registration and other useful
information will return valuable dividends when the information is needed in reports or displayed.

Impairments Tab — Impairments refer to any loss of psychological, physiological, or anatomical
structure or function. Impairments affect organ systems, thought, or emotion. Information about
impairments is provided on both the Impairments Tab and the Medical Complications Tab.

Medical Complications Tab — Medical Complications are impairments that are commonly
associated with spinal cord injury; therefore, this tab focuses on respiratory complications, urinary
tract infections, influenza, pressure ulcers, and pain. These secondary complications are common,
costly, and can be disruptive to activities, participation, and satisfaction with life.

Activities Tab — activities are tasks and actions by an individual at the level of a person rather than
the anatomic, physiological, or social levels. Activities have been associated traditionally with
abilities, disabilities, or independence. This tab summarizes common activity limitation measures
such as the FIM, FAM, and Kurtzke EDSS and FSS measures, which are used specifically for
multiple sclerosis.

Participation & SWLS Tab — participation reflects the nature and extent of a person’s involvement
in life situations at a social or societal level and often pertains to participating in meaningful social
roles. This tab summarizes participation information based on the CHART-SF and also includes
Diener’s Satisfaction with Life Scale (SWLS).

Reports Tab —reports reflect the benefits of accurately maintaining the SCIDO application for the
Veterans you serve. Templated reports regarding impairments and medical complications, aggregate
outcome reports, and patient listings are available for ready review. Filtered reports allow the
selection of specific portions of the population for review before the reports are generated. For
unique reports that affect your practice, you can learn how to use the Report Designer to generate
custom reports for the population.
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Administration Tab — provides the functionality to display user names and roles; SCI Regional
definitions; activate or inactivate a patient status; activate or inactivate patient assessments; activate
or inactivate Episodes of Care; import patient records from the national database; and add or delete
SCI and Multiple Sclerosis (MS) mail groups.

Information Resource Management (IRM) tab — allows a person within the IRM/ISS/ITS user role
to add or delete medical centers from SCI&D regions, modify regional attributes, perform a national
or regional audit, and monitor system activity.

Tab Header

Each tab has a standard header , which contains information from the following sources:

e Veteran's Last Name, Veteran's First Name MI (VistA)
e Veteran's Social Security Number (VistA)
e Veteran's Date of Birth (VistA)

NOTE: Date of Birth does not display in SCIDO for Veteran employees

e Veteran's Computed Age (VistA)

e Highest Level of Education (Registration Tab)

e ASIA Highest Neurological Level (ASIA Form)

e Current Employment Status (Participation Tab)

e ASIA Impairment Scale (ASIA Form)

e Bladder Drainage Method (Medical Complications Tab)
e Next Annual Evaluation Due (Registration Tab)

e Stage of most severe Pressure Ulcer (PUSH form)

\ a é Patient Search | Spinal Cord Injury and Disorders Qutcomes Logout |
Marme: SPINALCORD,SIKTEEN Date of Birth | 03/04/1933 (74 wrs.) Meuro. Level: COT ASIAC Mext AE Due: 05/092008
55N ; 000-00-0016 Education: PR Employment. BT Bladder Drainage: S5C Fressure Ulcer, 3
Tab Header

A Patient Search button is provided in the header. When the Patient Search button is selected, the Patient
Lookup window allows the selection of a different patient. Refer to the Patient L.ookup section of this
document for more information.

A Logout button is provided in the header. When the Logout button is selected, the application logs the
current user out of the application and returns to the main login page. Refer to the Accessing the System
section of this document for more information.
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Buttons Used on Tabs

The Print, Reset, Submit, and Help buttons are located at the bottom of most, but not all tabs. The Cover
Sheet and Activities tabs have only the Print and Help buttons. In the case of these tabs, nothing needs to
be submitted or reset since all fields are display-only.

F'rintl Heset I Suhmitl Helpi

Print Button

To print the current page, select the Print button.
Reset Button
Selecting the Reset button will return the previously saved values on the tab.

For assessments, the Reset button is similar to the Tab reset button. The Reset button will return
previously saved values or the values present when the Calculate function was last used.

Submit Button
Select the Submit button to save and record the values entered in the tab fields.

If data is not entered in all required fields, a reminder will prompt the user to enter the required data. For
example, on the Registration tab, if any of the required fields (Registration, SCI Network, and Date
Changed) are not populated, the user will be alerted with a message, such as the following.

L] 'Date Changed' is a required figld.
. 'Reqistration’ is a required Field,

Select OK to return to the Registration page to complete the fields.

Once required fields are complete and the Submit button has been selected, a message will confirm the
information was saved. The following is an example from the Registration Tab.

The Registration Information Was Saved Successfully.
Ok |

Select OK to return to the Registration Tab for viewing and navigation to other pages of the SCIDO
application or for selecting a new patient.

Help Button

To access SCIDO Online Help, select any Help button. The Online Help includes instructions,
procedures, and other information to help you use the SCIDO application. By default, the Online Help
provides information about the particular page from which it was launched. For example, pressing Help
on the Registration Tab displays information about the Registration page and provides links to other
related information, such as the Registration Additional Information section.

Calendar

|n1r1 a7 |

Select the Calendar Icon located to the right of a date field to modify or add a date to a field. The calendar
for the current month is displayed by default.
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January 2007
[L<<]Il<][{Pdnt] [>][[>=>]] Select the << symbol to access the previous year.
. Select the < symbol to access the previous month.

d|[Th

MPE;”?E? Select the Print button to print the calendar.

l?—lg—lg_IIU—IITII_QET Select the >> symbol to access the next year.

IITIITIITIE’—II_?EE Select the > symbol to access the next month.

21 |22 23 ¢ [25 |[eellz

e s o mr [r 2 5

Window Expander Icon

Selecting the Window Expander Icon opens a separate window with a scrollbar. The Window Expander is
useful when there is too much detailed information to be displayed in the space available on the screen.
The SCIDO application often displays only the most recent value or values on the tab itself. For example,
on the Impairments tab, the Pre-Existing Diagnoses field may have room to show just two diagnoses.

Pre-Existing Diagnoses: O

|_Date [ICD | Description
572002004340, MULTIPLE SCLEROSIS

nsposnnasozg POLDLIO o]

If the Window Expander Icon for the Pre-Existing Diagnoses is selected, a separate window is displayed
showing all diagnoses. Use the scrollbar to view all pre-existing diagnoses.

I Pre-existing Diagnoses -
| Daie | ICD | Descripon
052002004 B340, IULTIFLE SCLEROSIS
ijﬂl:l.l?l:ll:l-’-l 5078 BOLIDVLIQ FNEUMONIT HEC
[05:202004 73300 OSTEOPCROSIS NOS

History Fields

History fields show fields’ historic values or a historic listing of completed assessments. History fields
have a dropdown arrow that, when selected, displays the list of historic values for that field in descending
order. For example, the Network History field on the Registration page has a dropdown that shows all
historical values for the Registration and SCI Network fields.

Metwork History: |“rr 051152006 jl IY 0arM 152006
o 0AM1 152006

0450152004

For another example, on the Impairments Tab, next to the ASIA assessment entry button, is a field that
shows the most recently completed ASIA Neurological Level, Impairment Scale, record date, and score
type. Select the dropdown to view a listing of the neurological levels, impairment scales, record dates, and
score types for all ASIA assessments You can view (and edit) individual assessments by selecting one of
the assessment history lines.

May 2011 5



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

Scores / Date

ASIA, ||cn?, C, 06162006 UN x|

COT, C, 08N 62006 UM w

May 2011
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Instruments

The SCIDO application provides twenty instruments (assessment entry forms) for creating assessments

for patients.

SCIDO Instruments

ASIA

The American Spinal Injury Association Standard Neurological Classification of
Spinal Cord Injury (ASIA) instrument uses findings from the neurological
examination to identify and classify different injuries and degrees of spinal cord
damage.

AUDIT

The Alcohol Use Disorders Identification Test (AUDIT) instrument is derived from
the World Health Organization’s Alcohol Use Disorders Identification Test and
provides questions about a person’s alcohol use.

BMI

The Body Mass Index (BMI) form provides calculation of a Body Mass Index as a
measure of body fat based on height and weight that applies to both adult men and
women.

CAGE

Brief four-item alcohol disorder assessment instrument.

CES-D

The Center for Epidemiologic Studies - Depression Scale (CES-D) is a short, self-
reporting scale intended for measuring current depressive symptoms in the general
population.

CHART-SF

The Craig Handicap Assessment and Reporting Technique — Short Form (CHART-
SF) was designed to provide a simple, objective measure of the degree to which
impairments and disabilities result in limitations to participation in meaningful social
roles.

CYH

The Check Your Health and Secondary Conditions Checklist (CYH) is designed to
help identify people who are at risk for secondary conditions.

DAST

Drug Abuse Screening Test. The purpose of the DAST is to provide a brief, practical,
but valid method for identifying individuals who are abusing psychoactive drugs and
to yield a quantitative index score of the degree of problems related to drug use and
misuse.

DUSOI

The Duke Severity of Illness (DUSOI) Checklist Scale is a generic assessment of the
patient’s comorbidities.

DUSOI-A

Duke Severity of Illness Analog is single-item generic assessment of the overall
comorbidity experienced by a patient based on the clinician’s judgment.

FAM

The Functional Assessment Measure is an activity measure used as an adjunct to the
FIM to address the major functional areas less emphasized in the FIM, including
cognitive, behavioral, communication, and community functioning measures.

FIM

The Functional Independence Measure (Guide for the Uniform Data Set for Medical
Rehabilitation, 1996) is the most widely used activity or functional assessment
measure in the rehabilitation community.

Kurtzke EDSS

Kurtzke Expanded Disability Status Scale (used for Multiple Sclerosis).

Kurtzke FSS

Kurtzke Functional Systems Scale Rating (used for Multiple Sclerosis).

MNFM

Medical Needs/Function Modifiers contains items from the Inpatient Rehabilitation
Facility — Patient Assessment Instrument (IRF-PAI) pertaining to swallowing status,
clinical signs of dehydration, bladder frequency of accidents in the past seven days,

and bowel frequency of accidents in the past seven days.
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PRIME-MD The Primary Care Evaluation of Mental Disorders (PRIME-MD) Depression
Screening is a short instrument useful for detecting depression in primary care.

PUSH The Pressure Ulcer Scale for Healing instrument is a quick, reliable tool to monitor
change in pressure ulcer status over time.

SF-MPQ McGill Pain Questionnaire (Short Form) measures a patient’s subjective pain
experience by using two dimensions of pain, sensory pain rating index (S-PRI) and
affective pain rating index (A-PRI), and a total pain rating index (T-PRI).

SF-8 The SF-8 Health Survey is a generic multipurpose survey of health status.

SWLS Diener’s Satisfaction with Life Scale (SWLS) is a global measure of life satisfaction.

Refer to Appendix C: Instruments and Forms for a visual representation and functionality of each

instrument.
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Accessing the System

To launch the SCIDO application, double-click on the SCIDO icon located on the desktop or use your
own method, such as typing in the URL in your browser. The Login window is displayed:

7.5, Government Computer System =

I 8. government systems are intended to be used by authonized government networle users for wiewing and
retrieving information only, except as otherwise explicitly authorized for official business and linated personal use m
accordance with policy. Information from these systems resides on and transmits through computer systems and
networks funded by the government. A1l access of use constitutes vnderstanding and acceptance that there 15 no
reascnable expectation of privacy in the use of Gowvernment networles or systems

The data and documents on this system include Federal records that contain sensitive information protected by
various Federal statutes, including the Privacy Act, 5 TU.3.C. § 552a, and veterans' records confidentiality statutes
such as 38 TT.8.C. §8 5701 and 7332, Access to the data and records 1 on a need-to-know basis only, -

All access or use of this systemn constitutes uszer understanding and acceptance of these terms and constitutes
unconditional consent to review and achion mcluding (but not kmited to) monitoring, recording, copying, auditing,
mspecting, investigating, restricting access, blecking, tracking, dizclesing to authorized personnel, or any other =

Log on for: Spinal Cord Injury and Disorders Outcomes(SCIDO)

Enter access code: I---------.
Enter verify code: Il.......

& Sort by Station Number *  © Sort by Station IName *
HP{Z[Z‘b&’ 'VH )14 Institution: | CHEVENNE VAMG [442) =] *

Login |

* Persistent Cooclde Used {meore information).

Logging In

To Login, enter an access code, a verify code, and select your institution. Select the Login button. This
opens the Patient Lookup window.

Patient Lookup

The Patient Lookup window is opened after successful login. It may also be accessed by selecting the
Patient Search button located on the page header. The Patient Lookup screen appears as follows:

Patient Lookup e |

Limit Patient Setection By: (Al I N T N Clear Search

»»- Select Patient; [SPINALCORD.

The Patient Lookup window will default to the user’s medical center. Enter a patient’s name or at least
two characters of their last name in the Select Patient field and select the Search button. The results of the
search are displayed as a list with each matching Patient Name, Social Security Number (SSN), Date of
Birth (DOB), Gender, Patient Type, and Eligibility.

NOTE: Date of Birth does not display in Patient Lookup for Veteran employees
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NOTE: Patient picture functionality is unavailable at this time.

Patient Lookup Help

Limit Patient Selection By: Inpt- Provider Specialty Clear Search
S FPNALCORD «<»
Name SS8N DOB Gender Patient Type Eligibility
SPINALCORD,EIGHT [G] 000000008 09AM41930(76) M NSC VETERAN NOM-SERWICE CONMECTED
SPINALCORD,EIGHTEEM [B1 000000018 08241947 (59) M SC VETERAN SC, 50% TO 100%
SPINALCORD,ELEVEN [G] 000000011 090SA933(73) M NSC VETERAN NOM-SERWICE CONMECTED
SPINALCORD,FIFTEEN [B1 000000115 02/271953(54) M SC VETERAN SC, 50% TO 100%
SPINALCORD,FIVE [G] 000000005 OBM4M925(78) M SC VETERAN SC, 50% TO 100%
SPINALCORD,FOUR Bl Sensitive Sensitive F NOM-ETERAN [OTHER) OTHER FEDERAL AGEMCY
SPINALCORD,FOURTEEN [G] 000000014  10/231946 (B0) M SC VETERAN SC, 50% TO 100%
SPINALCORD,MIME [B1 000000009 08/241933(73) M SC VETERAN SC, 50% TO 100%
SPINALCORD,NINETEEN [G] 000000019  11M7H954(52) M SC VETERAN SC, 50% TO 100%
SPINALCORD,OME [B1 000000001 09224927 (79) M SC VETERAN SC, LESS THAM S0%

First Prewious Tou are viewing results 1 - 10 of 31 [eExt Last

Click on the patient’s name, and a Patient Lookup Status Notification window is displayed:

S 4 Patient Lookup Status Notification |

SPINALCORD, SIXTEEMN 000000016 030471933 {72)

Enrollment Priority: GROUP 5
Category: ENROLLED

Review the Patient Lookup Status Notification. Select the Cancel button to return to the Patient Lookup
screen. Select the Continue button to continue to the patient’s SCIDO records. Several Patient Lookup
Status Notifications may be displayed. Only one example of a Patient Lookup Status notification has been
represented here. Continue reviewing the notifications and selecting the Continue button until the Spinal
Cord Injury and Disorders (SCIDO) system opens to either the Cover Sheet (if the patient is already
registered) or the Registration page.
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Palient Saarch ‘Spinal Cord Injury and Disarders Dutcomos _Loguut | % Patent Search Spinal Cord Injury and Disorders Outcomes Logout
= s . i e SPRALCORDGOEEN Ol oG 030419331 s) wucor aoKC ot G RIS
SSN - 000-00-0016 Educaon SC Empiayment: AT ‘Enagder Drainage: Pressure Ulcer: 1 8N :000-00-0015 Education: PR T ent: RT 8¢ Pressure Uicer. 3
-
Cover Sowt 'SCI&D Registration and Network Status- ‘Display Information
Particiwation I Regisvation I o
A 5 [somemoe e
B i 50 - Sorme Coteon. Teemics DD vt e g
[*ate Changed: [oam3r2005 2] Networkistoy: [Yosm3r2005 =]
[oo— far— Pe—
X fours of dant Car for @ Yes C No | HighestNeurological Level: CO7 Impairment Scale: C
5 o —— Hours oAttt oraDer 70 R st :
o st oon v tor st [p0r— B ey Repisvaton Dat: 06102005
e [amot Is Used: (R CRMAMCL) CHEYENNE VAMC 42) - [Date of Last Review: 05/23/2007
N —— —— e — El
[P Rommromsoms e ] [ -]
‘ e € Trauma: @ Non-Trauma [NMS = =] |vascistaus: 3=Para-NonTrauma
- Ao _
o e e B SR
P00, o eerovranee avose0s =] Fucnpani i o e 2]
(A3300), 2004 oo bt = S ol J AMKULIAHN Z 0572372007 = poeofonset _[omnzaood e iment Priorty. GROUP 5
et El
o, . = o -
ety ooy ot o oore ones: e
ety S0 omrom = v
(a0, 5202004 = Paliol Edicallon [Recehed: [osrrozo07 |22 I =
Prisict N e | =
necoue: [osoarzooe )
] o
— ciayvaaey | [ [ - i Rese s |
[Ceorrsten | moysrmtononton | mpormanss | s Gonptisiors | _Acinies | Pamcpaion sk swis | _mepare | Coersen || Fogsaton | impamens [ Wetea conptesiors || cumes [ | renpeerasws [ D

Patient Lookup: Limit Patient Selection
The following criteria may be used to limit the search for patient data:

Inpatient Provider Clinic

Ward Specialty
For example, to limit by specialty, select the Specialty button. From the list of available specialties, use
the right > and left < buttons to move the specialty in or out of the selected box on the right. To select
more than one specialty at one time, hold down the Ctrl Key and highlight all desired specialties. To
select a range of specialties, select the first specialty, hold down the Shift Key, make the final specialty
selection, and then select the Search button.

Patient Lookup Help

Available 23 Selected
GEM MHCL

SEM MNHCLU - ﬂ GEMERAL SURGERY

GEMNERAL SURGERY

HOSPICE ﬂ

[ZU-M

ICU-5 E
>*- Select Patient: spin
Name Gender Patient Type
SPINALCORD,ELEVEN [B1 000000011 09054933 (73) M MSC YETERAM MON-SERWICE CONNECTED
SPINALCORD,SIX [3] 000000006 — O1/01/942(65) M SC WETER&N SC, 50% TO 100%

From the list of matching results, click on the patient’s name. One or more Patient Lookup Status
Notification windows will display. Continue until the SCIDO patient record displays.
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Cover Sheet Tab

The Cover Sheet displays recent diagnoses and CPT codes from the past five years. The summary sheet
also displays information the user may have entered through three other SCIDO tabs (Medical
Complications, Participation, and Activities). If the information has not been entered, these fields will be
blank. For the Medical Complications section, Present Pain Index (PPI) scores with a value of
“99=Unable to Respond” are excluded from graphical display on the Cover Sheet.

The data presented on the Cover Sheet may not be selected or modified. The Cover Sheet is used only for
viewing, printing, selecting Help, and navigation to other pages within the application.

If the patient is already registered in the application, the Cover Sheet opens by default. If a patient is not
registered in the application, the Registration page opens. For registration information, refer to the section
titled Registration Tab.
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Registration Tab

Registering a Patient

If a patient is not yet registered in the application, the Registration page will open first, rather than the
Cover Sheet. Three fields in the Registration Tab must be completed to submit registration information:

Registration (Status)

SCI Network?

Date Changed
These fields are marked with a red asterisk as a reminder of their required status. A patient is considered
registered when information has been submitted for these required fields.

\ ; Patient Search I Spinal Cord Injury and Disorders Outcomes Logout |

Mame: SPINALCORD, SIXTEEN Date of Birth - 03/041933 (74 yrs.) Neuro. Level: C07 ASIAC Mext AE Due: 05/0972008
SSN : 000-00-0016 Education: PR Employment. RT Bladder Drainage: SC Pressure Ulcer: 3
Registration
Additional Information SCI&D Registration and Network Status Display Information
Highest Level of Education: * Registration: |88=5CD- Currently served x| MetromMicro/Rural:
| PR = Graduate or Professional School x| [ SCINetwork? " Yes % No
‘Veteran's Home Address:
Occupation at Time of Injury: * Date Changed: |DQJU3!‘20EI§ _I Metwork Histony: |Yl]9.l'03.l’2l]05 ‘l
PR = Professional and Technical
[ rofessional and Technica J ASIA nformation
Semvice-Connected for SCI: @ Yes C No | HighestNeurological Level: €07 Impairment Scale: ©
First Seen in VA for sci [0200372008 :I Primary Care Information Registration Date: 061 0/2005
Y Primary Care VAMC: | CHEYENNE VAMC (442) B 21 o Last Review: 05z32007
Provider: UDJELUI ASHTTD Search
[ VM = Mostly VA/Some Non-VA | Last Updated By, User Gui Sciclinician
. Etiology Information
SCIED Outcomes Coordinator, Ca_
 Trauma: & Non-Trauma | MMS = Multiple Sclerosis ;l VA SCI Status: 3=Para-NonTrauma
[aa KULIAHN Z Search | Describe Other Etiology: MS Subtype:
Historic SCI&D Outcomes Coordinators: I - JUN= Unnown = Bat=orDestn. =
Date of Onset  |0gm2r2004 “-'“l History: | 'I
| 444 KULIAHN Z 0512312007 =l Enrollment Priority. GROUP 5

Annual Evaluation Information

Episode of Care | Offered: 050512007 :l Medical Centers Visited:

Patient Education I Received: ||35;1 012007 :l [ Veteran declines further Annual Evaluation ICHEYENNE VAMC 08/06/2004 E‘
MNext Due: B
Ancilary Data Entry _ | ST Print| Reset | Submit | Help|
AEVAMC: [ALBUQUERQUE/GALLUP (PRRTF) (501F8) =] d
Cover Sheet Registration Impairments Medical Complications Activities Participation & SWLS Reports

The Registration page is organized in three columns: the main Registration Information in the middle,
Registration Additional Information on the left, and Registration Display Information on the right.

Registration Tab Information

The center salmon-colored column of the Registration tab records information recommended in VHA
Handbook 1176.1 “Spinal Cord Injury & Disorders System of Care Procedures” as a basic data set. The
center Registration Information column has the following five sections:

SCIDO Registration and Network Status
ASIA Information

Primary Care Information

Etiology Information

Annual Evaluation Information
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Registration and Network Status Section

The first section of the middle column of the Registration Tab is the Registration and Network Status
section, which pertains to information about the patient’s registration status and SCIDO network status.

SCI1&D Registration and Network Status
* Registratian: |SS= SCD - Currently served j
= S| Metwork? " ves % Mo

Date Changed: ||:|g;|33;2c||:|5 FE| Metwork History: |v 08032008 v

Registration (Status) Field

To enter a patient’s registration status, select one of the following values from the Registration Status
dropdown:

NS

Not SCD — Designates a person who does not have a true spinal cord injury or
disorder but might have paralysis due to another cause, such as stroke, peripheral
nerve disorder, or mental health disorder.

SN =SCD — Not Currently Served — Designates a person with a spinal cord injury or
disorder who is not being seen at a VHA facility. Examples include Veterans who
have relocated, who have not returned for follow-up appointments, or who have not
had an appointment in two to four years.

SS = SCD — Currently Served

X = Expired

SCI Network? Field

To record the patient’s SCIDO Network status, select either the Yes or No radio button.

Selecting Yes indicates that the Veteran receives clinical and follow-up services, including annual
evaluations, within the SCI&D system of care. The Veteran should either be offered or referred for annual

evaluations at the SCI Center or approved SCI Outpatient Support Clinic if the SCI Network is marked
Yes.

Selecting No indicates that the patient is followed primarily by Neurology Service, Rehabilitation Care
Service, or another professional service.

Date Changed Field

Record the date or use the Calendar icon to designate the date the patient entered or left the SCI Network.
When the SCI Network field? is changed to or from Yes or No, the date should be changed in the Date
Changed field.

Network History Field

The Network History field displays information about when a patient entered or left the SCI Network.
This field displays the historic values from two fields: Yes or No from the SCI Network? field and the
corresponding date in the Date Changed field.

ASIA Information Section

The ASIA Information section pertains to the patient’s ASIA assessment values. If these fields are blank,
an ASIA assessment has not been completed yet for the patient. A health care provider can complete an
ASIA assessment form within the application.
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ASIA Information

Highest Meurological Level:  CO¥ Impairment Scale: C

Highest Neurological Level Field

The ASIA Highest Neurological Level field is a display-only field that is populated from the most
recently completed ASIA Non-Goal assessment. This value is the most cephalic (closest to the head) of
the values in the Neurological Levels section (Sensory Right, Motor Right, Sensory Left, Motor Left).
See the Instruments section for detailed information on the ASIA instrument. Neurological Level values
include the following:

C01 = Cervical 01 TO8 = Thoracic 08
C02 = Cervical 02 TO9 = Thoracic 09
C03 = Cervical 03 T10 = Thoracic 10
C04 = Cervical 04 TI11 = Thoracic 11
C05 = Cervical 05 T12 = Thoracic 12
C06 = Cervical 06 LO1 = Lumbar 01
C07 = Cervical 07 L02 = Lumbar 02
C08 = Cervical 08 LO3 = Lumbar 03
TO1 = Thoracic 01 L4 = Lumbar 04
T02 = Thoracic 02 LO5 = Lumbar 05
T03 = Thoracic 03 S01 = Sacral 01
T04 = Thoracic 04 S02 = Sacral 02
TO5 = Thoracic 05 S03 = Sacral 03
TO6 = Thoracic 06 S04 = Sacral 04
T07 = Thoracic 07 S05 = Sacral 05

UNK = Unknown

NOTE: A new ASIA assessment needs to be completed to change the displayed value.

Impairment Scale Field

The ASIA Impairment Scale field is a display-only field that is populated from the most recently
completed ASIA Non-Goal assessment. (See the Instruments section for detailed information on the
ASIA assessment.) Impairment Scale values that can be displayed include the following:

A = Complete: No sensory or motor function is preserved in the sacral segments S4-
S5

B = Incomplete: Sensory but not motor function is preserved below the neurological
level and includes the sacral segments S4-S5

C = Incomplete: Motor function is preserved below the neurological level, and more

than half of key muscles below the neurological level have a muscle grade less
than 3 (Grades 0-2)

D = Incomplete: Motor function is preserved below the neurological level, and at
least half of key muscles below the neurological level have a muscle grade
greater than or equal to 3.

E = Normal: Sensory and motor function are normal.

UNK = Unknown

NOTE: A new ASIA assessment needs to be completed to change the value of this display.
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Primary Care Information Section

The Primary Care Information section pertains to information about the patient’s primary care physician
and medical center.

Primary Care Information
Primary Care VAMGC: |ALBUQUERGQUE-RD (340) =]

Provider: | Search |

Primary Care VA Medical Center Field

In the Primary Care VAMC field, select the VA Medical Center where the patient receives most of their
primary care. To select the VAMC from the dropdown, type the first letter of the medical center name,
and the list will start from that alphabetical section.

NOTE: SCI Center staff should enter the VA Medical Center where the patient receives primary care
locally. This ensures the local VAMC may receive e-mail notifications of patient admissions,
discharges, and transfers.

Primary Care Provider Field

Select the Search button and enter part of the provider’s last name. The application will display matching

names from which the primary care provider can be selected.

Etiology Information Section

The fourth section of the middle column of the Registration Tab pertains to information about the
patient’s etiology or etiologies.

Etiology Information
+ Trauma: ¢ Mon-Trauma |WE=VehicuIar j
Describe Other Etiology: MS Subtype:

| [
Date of Onset  [0a/12/2005 | Histor: [TvE varazo0s =]

(Etiology) Trauma or Non-Trauma

Select either Trauma (Traumatic) or Non-Trauma (Non-Traumatic) to describe the overall category of the

cause of the Veteran’s spinal cord injury or disorder.
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(Etiology) Field)

In the Etiology field next to the Trauma and Non-Trauma buttons, select a category from the dropdown
list that best describes the cause of the patient’s spinal cord injury or disorder. If the Traumatic radio
button was selected, one of the following six traumatic causes may be selected:

TFA = Fall
TSA = Sports Activity
TVE = Vehicular
TVI = Violence
TOT = Other (Traumatic)
TUN = Unknown (Traumatic)
If the Non-Trauma was selected, one of the following non-traumatic causes may be selected:
NIA = Infection or Abscess
NMN = Motor Neuron Disease
NMS = Multiple Sclerosis
NPM = Poliomyelitis
NSY = Syringomyelia
NTU =  Tumor
NOT = Other (Non-Traumatic)
NTV = Vascular
NUN = Unknown (Non-Traumatic)
NAD = Arthritic Disease or Cervical Stenosis

NOTE: Ifeither “TOT Other (Traumatic)” or “NOT = Other (Non-Traumatic)” is selected, enter a
description of the cause of the Veteran’s spinal cord injury or disorder in the “Describe Other
Etiology” field (See Describe Other Etiology Field below).

Date of Onset Field

In the Date of Onset field, manually enter a date or select the Calendar icon to designate the date when the
spinal cord injury occurred or the spinal cord disorder began.

Describe Other Etiology Field

The Describe Other Etiology field is a text-entry field for entering etiology descriptions that are not listed
in the Etiology dropdown. A description of up to 35 characters in length may be entered to describe the
cause of the patient’s spinal cord injury or disorder.

NOTE: The Describe Other Etiology field is not available for text entry unless either “TOT = Other
(Traumatic)” or “NOT = Other (Non-Traumatic)” has been selected in the Etiology field.

MS Subtype Field
Select the MS Subtype that best describes the patient’s multiple sclerosis diagnosis:
UN = Unknown
RR = Relapsing-Remitting
PP = Primary Progressive
SP = Secondary Progressive
PR = Progressive Relapsing

NOTE: The MS Subtype field is available when there has been an etiology of multiple sclerosis. If the
Etiology field has once had a value of “NMS = Multiple Sclerosis”, then the user may enter a
value in the MS Subtype field.
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(Etiology) History Field
The Etiology History field is a dropdown that displays historic etiology values and dates of onset for the
patient.

Annual Evaluation Information Section

The fifth section of the middle column of the Registration Tab is the Annual Evaluation Information
section, which pertains to information about the patient’s annual evaluations (AE).

Annual Evaluation Information

Offerad: |11IE|4I2EIEI5 _j
Feceived: |12:1 2006 e [~ %eteran declines further Annual Evaluation

Next Due:  [12/12/2007 =

AE VAMC: | =l

(Annual Evaluation) Offered Field

In the Annual Evaluation Offered field, manually enter a date or select the Calendar icon to designate the
date when the patient was offered the opportunity to schedule an annual evaluation.

NOTE: This is the date when the SCI coordinator offered the evaluation, not the actual date of the
anticipated annual evaluation.

Veteran declines further Annual Evaluation Field

If the patient declines future annual evaluations, select the “Veteran Declines Future Annual Evaluation”
field. A checkmark will indicate that the patient does not want to be reminded about future annual
evaluations. To uncheck this field, select this field again.

(Annual Evaluation) Received Field

In the Annual Evaluation Received field, manually enter a date or select the Calendar icon to designate
the date when the patient actually received an annual evaluation.

(Annual Evaluation) Next Due Field

The Next Due field automatically displays a date one year from the date listed in the Annual Evaluation
Received field. This date may be changed manually or by selecting the Calendar icon.

(Annual Evaluation) AE VAMC Field

Select the VA Medical Center where the patient receives an annual evaluation.

Registration Additional Information

The left column of the Registration page displays additional patient information. The lower gray area of
the column provides buttons that open the Episodes of Care Management page and the Patient Education
and Ancillary Data Entry forms.
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Additional Information
Highest Level of Education:

|SC: Some College, Technical School, A5 or AS j

Qccupation at Time of Injury:

|TR:Transpunati0n j
Senice-Connected for SCI: 0 Yes & Mo

First Seen inafor SCI .J

Amaount A ls Used:

[ M = Mostly va/Some Non-va =l
SCI&D Outcomes Coordinator:
| Search |
Historic SCI&D Outcomes Coordinators:
| =
Episode of Care
Patient Education

Ancillary Data Entry |

Highest Level of Education Field

In the Highest Level of Education field, select from the dropdown one of the following values that best
describes the patient’s education level:

LH = Less than High School Graduate

HS = High School Graduate or GED

SC Some College, Technical School, AA, or AS

CG = College Graduate

PR = Graduate or Professional School

Occupation at Time of Injury Field

In the Occupation at Time of Injury field, select from the dropdown one of the following values that best
describes the patient’s occupation at the time of spinal cord injury or onset:

PR = Professional and technical
EX = Executive

SL = Sales

AD = Administrative support
PP = Precision Production
MO = Machine Operators

TR = Transportation

HA = Handlers

SV = Service

Refer to the Department of Labor’s Dictionary of Occupational Titles for a detailed description of these
categories.

NOTE: The patient’s current occupation is entered in the CHART-SF instrument and can be viewed on
the Participation & SWLS page.

Service-Connected for SCI Field

To indicate if the patient’s spinal cord injury or disorder was incurred in or aggravated by military
service, select either the Yes or No radio button.
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First Seen in VA for SCI Field

The First Seen in VA for SCI field is used to designate the date when the patient was first treated at a VA
medical center for spinal cord injury or disorder. Manually enter the date or select the Calendar icon.

Amount VA is Used Field

To indicate how much care the patient receives at VA and/or non-VA facilities, select from the dropdown
one of the following values:

VA = VA Only

VM = Mostly VA/Some Non-VA

HF = Half VA/Half Non-VA

NM = Some VA/Mostly Non-VA

NN = Non-VA Only

NH = Did not see doctor/nurse last 5 years

SCI&D Outcomes Coordinator Field

Select the name of the SCIDO Outcomes Coordinator responsible for maintaining current patient
information. The SCI Coordinator at non-SCI Center facilities typically has this responsibility.

Select the Search button and enter part of the SCIDO coordinator’s last name. The system will display
matching names from which you can select the coordinator.

Historic SCI&D Outcomes Coordinators Field

The Historic SCI&D Outcomes Coordinators field displays a list of previous SCIDO Coordinators. When
the SCI&D Outcomes Coordinator field is updated, the previous coordinator’s name is added to this
history field.

Episode of Care Button

The Episodes of Care Management page is accessed from the Registration tab. For more information,
refer to the Episode of Care Management section.

Ancillary Data Entry Button and Patient Education Button

The following forms are provided in the application and may be accessed from the Registration Tab:

Ancillary Data Entry
Patient Education

The Ancillary Data Entry Form is used to record sources of care, referral sources, bowel care information,
and remarks. The form is described in Appendix C: Instruments and Forms in the section titled
Registration Ancillary Data Entry Form.

The Patient Education form is used to record the dates the patient is given educational materials on
sixteen health-related topics. For a description of the form, refer to Patient Education Form in Appendix
C: Instruments and Forms.
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Registration Display Information

The right column of the Registration page is populated from other applications. The information, with the
exception of Date of Death, is display-only and not editable.

Display Information
MetraiMicra/Rural:

Yeteran's Home Address:

- 1 Street Address
City, ST 00011
| Registration Date: 06M 072005
Date of Last Review: 05529/2007
{Last Updated By: Lser Gui Sciclinician

WA SC| Status: ¥=Mot Applicable

Diate af Death: I _J

{Enrollment Priority;

Medical Centers Visited:

EASTERMN COLORADO HCS DBIDTIEj

Frint| Feset | Submit | Help

Metro/Micro/Rural Field

The Metro/Micro/Rural field displays the classification of the patient’s residence:

MT = Metropolitan areas have more than 50,000 residents
MC = Micropolitan areas have 10,000 to 49,999 residents.
RL = Rural areas have less than 10,000 residents

The field may also be blank

Veteran’s Home Address Field
This field displays the Veteran’s home address.

Registration Date Field
This field displays the date that the Veteran was first registered into the SCIDO application.

Date of Last Review Field
This field displays the most recent date that the Veteran’s SCIDO information was accessed or reviewed.

May 2011 21



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

Last Updated By Field

This field displays the name of the VA staff member who last updated or changed the patient’s SCIDO
information. The field may also display "Nightly Demographic Update" if the SCIDO system was
updated during the nightly demographic batch run. The demographic update batch process looks for
demographic changes in Vista and updates the following SCIDO cache date base items:

Address Line 1 (home addressl)

Address Line 2 (home address2)

City (city)

State (state)

Zip Code (zip)

Residence Phone #

Date of Death

Enrollment Priority

Ethnicity

Marital Status

Race

VA SCI Status

VA SCI Status Field

This field displays the Veteran’s self-reported SCI Status at the time of registration for VA healthcare.
The displayed values include the following:

1 = Paraplegia-Traumatic

2 = Quadriplegia-Traumatic

3 = Paraplegia-Nontraumatic

4 = Quadriplegia-Nontraumatic
X = Not Applicable

Date of Death Field

If the patient has died, this field displays the date of death recorded in the patient treatment file or
Common Services. If the information is not accurate or has not been recorded, a SCI Coordinator may
enter the date or select the date from the Calendar icon. Changing the date of death in the SCIDO
application will not change the Date of Death in other VistA applications.

Enrollment Priority Field
This field displays the patient’s enrollment priority as a value from 1 to 8.

NOTE: Patients with spinal cord injury diagnoses may be reclassified as catastrophically disabled
(priority 4) if they have enrollment priorities of 5, 6, 7, or 8.

Medical Centers Visited Field

A dropdown list of VA Medical Centers at which the patient has received care is displayed. The most
recent care location is displayed at the top of the list.
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Episodes of Care

An Episode of Care can be described as health care services provided during a certain period of time,
focused on a particular goal. In the SCIDO application, assessments within an episode of care will have
the same care type and care start date. Episodes provide a useful basis for analyzing quality of care and
utilization patterns.

In the application, outcomes information is related to a care type for every assessment. The following
three care types require episode of care management: Inpatient Rehabilitation, Outpatient Rehabilitation,
and Continuum of Care — Inpatient. Other care types do not use episode of care management.

The rules for entering assessments within an episode of care are described in the section titled Episodes of
Care within Instruments/Assessments.

Episode of Care Management

Episodes of care are managed using the Episodes of Care Management Page, where the user may create a
new episode of care, close an episode of care, and associate a follow-up date with a closed episode of
care. The user may review current (open) and previous (closed) episodes of care for a specified patient,
including a list of assessment record dates, score types, and assessment types.

The Episodes of Care Management page is accessed from the Registration Tab. Select the button labeled
Episode of Care, and the Episodes of Care Management window is displayed.

% Patient Search | Spinal Cord Injury and Disorders Outcomes Lagout |

MName: SPINALCORD TWENTY- S . . Mext AE
SEVEN Diate of Birth : 1241 4/1945 (61 yrs.) Meuro, Level; TO2 ASIA D Due: 0611312006
S5h: 000-00-0027 Education: LH Employment: LI Bladder Drainage: Pressure Ulcer. 2
Episodes of Care Management
Open Episode of Care Previous Episodes of Care
Create Episade of Care | A Fallowe-up Date
Close Episode of Care I
Care Type: Inpatient Eehabilitation [ Closed Followup 2l
EOQC Start Date: 02/02/2006 Care Type: Start Date !
Date Date
RecordDate  Score Type Instrument Contimum of Care - Inpatient 05/11/2005  08/01/2005
02/04/2006 Start sF-8 Outpatient Rehabiitation 08/0372004  10/10/2004  11/10/2004
02/04/2006 Start DUSCIL Inpatient Eehabilitation 030272004 04/10/2004  05/01/2004
02/04/2006 Start CE3-D -
02/03/2006 Start ATDIT o
021022006 Start ASTA Care Type:
02/02/2006 Finish ASTA Eecord Date Score Type Tnstrument
02/02/2006 Start CAGE
02/02/2006 Start CYH
02/02/2006 Start It -
02/02/2006 Start SE-MEPQ =l =
Print | Help |
Cover Sheet Registration Impairments | Iedical Complications Activities Participation & SWLS | Repars |
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Current Open Episode of Care

If a current open episode of care exists, the information will be displayed on the left side of the Episodes
of Care Management page. The Episode of Care (EoC) care type and start date are displayed, and
completed assessments are listed by record date and score type for the open episode of care. Only one
episode of care may be open at one time for a specific patient. When an episode of care is open, the
Create Episode of Care button is not selectable.

COpen Episode of Care

Create Episcde of Care |

Close Episode of Care I

Care Type: Continuum of Care - Inpatient I
EOC Start Date: 0%/01/2006

Eecord Date Score Type Instrurmnent
101072006 Finizh SF-8

10/01/2006 Finizh DIIE0I-4A
10/01/2006 Finizh ASTA

08/20/2006 Interim DITE0I-4A
09/15/2006 Start DITSOI-4
0%/01/2006 Start ASTA

05/01/2006 Goal BIMI

03/01/2006 Start CYH |-
0%/01/2006 Start SF-8

[alsEiahinTalar lmart ThAT LI

Create a New Episode of Care

When no episode of care is open, the Create Episode of Care button is selectable.

Create Episode of Care ||

Select the Create Episode of Care button to create a new episode of care, and the New Episode of Care
form is displayed.

% Fatient Search | Spinal Cord Injury and Disorders Qutcomes Logout |
MName: SPINALCORD TWENTY-MINE  Date of Birth : 0B/06/1 966 (39 yrs.) MNeuro. Level: ASIA: Mext AE Due: 061 2/2006
SSN : 000-00-0029 Education: Employment: NOT EMPLOYED Bladder Drainage: Fressure Ulcer:
Mew Episode of Care
Care Tvpe:l j

EOC StartDate: | L
Cancel I Resetl Submit | Helpl
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For the new episode of care, select one care type from the following choices:

Inpatient Rehabilitation

Outpatient Rehabilitation

Continuum of Care - Inpatient
Provide the Episode of Care (EoC) Start Date for the episode of care by either manually entering the date
or selecting the date from the calendar icon. The EoC Start date may be any time up to, and including, the
current date. A future date may not be used. It is important to note that the EoC start date is not
necessarily related to admission date.

When the Submit button is selected, the application closes the Open New Episode of Care form and
returns to the Episodes of Care Management page. The Open Episode of Care section will show the care
type and EoC start date for the new episode of care. Assessments may be added to the open episode of
care until it is closed.

For each assessment type (for example, ASIA assessments) within an Episode of Care, only one:

Start score type per instrument is allowed.
Goal score type per instrument is allowed.
Finish score type per instrument is allowed.

For a closed episode of care, only one Follow-up score type per instrument is allowed.

Closing an Episode of Care

An Episode of Care should be closed when the treatment has been completed or finished. Do not wait
until a follow-up evaluation to close an Episode of Care. It is important to note that the EoC close date is
not necessarily related to a discharge date.

NOTE: the EOC closed date is stored in SCIDO cache table EPISODE OF CARE, column
CLOSED_DATE. The cache column CARE_END_DATE is used for migrated data. One day is
subtracted from the migrated CARE_END DATE to obtain the CLOSED_ DATE for migrated
data.

After an episode of care is closed, assessments may no longer be added, with the exception of those
assessments with a score type of Follow-up. Please review the assessments before closing an Episode of
Care to ensure that none have been overlooked or omitted. To close an episode of care from the Episodes
of Care Management page, select the Close Episode of Care button.

Close Episoie of Care

Outpatient Rehabilitation EQC Start Date: 0581 5/2005

EQC Cloge Date: I _j
Cancel | Resetl Submit | Helpl

The application displays the Close Episode of Care window with the care type and EoC Start Date for the
current open episode of care.

Enter the Episode of Care (EoC) Close Date, either by manually entering the date or by selecting it from
the calendar icon. The EoC Close Date is the date the episode of care was closed by the Clinician. It must
be later than the EoC start date and later than or the same as the most recent record date of any assessment
belonging to the episode of care. The EoC Close date may be before or the same as the current date.
Future dates may not be used.
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After entering the Close Date, select the Submit button to close the episode of care. The application will
return to the Episodes of Care Management page and re-display the recently closed episode of care
summary in the display area entitled Previous Episodes of Care.

Previous Episodes of Care

The right side of the Episodes of Care Management page displays information about Previous (Closed)
Episodes of Care. The Care Type, Start Date, Closed Date, and Follow-up Date are displayed for each
episode of care. Highlight an episode of care line, and a list of assessments in that selected episode are
displayed by record date, score type, and instrument name in the section below. In the section below,
double-click on an assessment record date to view and edit that assessment.

Previous Episodes of Care
Add Follow-up Date I
Closed Foll -
" . “losed ollow-up
Car : St a
Care Type Start Date Date Date
Contimmum of Care - Inpatient  05/11/2005  08/01/2005
Outpatient Fehabilitation 08/03/2004  10/10/2004  11/10/2004
Inpatient Behabilitation 03/02/2004  04/10/2004  05/01/2004
El

Care Type: Continuum of Care - Inpatient
Eecord Date Score Type Instnument
070172005 Finish CYH
051372005 Start DITsoI
05/11/2005 Start ASTA
05/11/2005 Start CYH |

Associating a Follow-up Date with a Closed Episode of Care

To add a Follow-up Date to a closed episode of care, select the appropriate episode of care in the Previous
Episodes of Care section. Select the Add Follow-up Date button, and the Add Follow-up Date form is
displayed:

Add Followi-up Date

Continuurm of Care - Inpatient EOC Start Date: 05/01/2007 Close Date: 05/062007

Faollow-up Date: I _j
Cancel | Reset | Submit I Helpl

In the Add Follow-up Date form for the selected episode of care, enter the follow-up date, either manually
or by selecting it from a calendar. The EoC Follow-up Date is the approximate date the Clinician
conducted follow-up assessments for the chosen episode of care. The Follow-up date may be before or on
the current date and must be at least one day later than the EoC close date. Select the Submit button to
assign the follow-up date to the closed episode of care.

Once an assessment with a score type of Follow-up has been added to an episode of care, the EoC
Follow-up Date may not be changed.
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NOTE: Use the EoC follow-up date for all follow-up information entered through the assessment forms.
This one date will be used to identify all related follow-up data, even if follow-up assessments
were actually conducted on several different dates.

Episodes of Care within Instruments/Assessments

In the SCIDO application, assessments within an episode of care will have the same care type and care
start date. It is suggested, but not required, that the ASIA assessment data be entered before other
assessments. The application will remind the user to enter an ASIA assessment before all others.

The header of each assessment form has four fields that are important to episodes of care: Record Date,
Care Type, Care Start Date, and Score Type.

Narme: SPINALCORD FOURTEEN * Retord Date: |

Civision: 442
[ Care Type: | j Care Start Date: I]

Score ID * Score Type: 'l

Header of Instrument

Record Date Field

Enter the record date, the date the assessment was conducted, manually or by using the calendar to select
the date.

Care Type Field

There are many different care types available, but episode of care management is used only if the care
type is one of the following types:

Inpatient Rehabilitation
Outpatient Rehabilitation
Continuum of Care - Inpatient

For any given patient, only one episode of care may be open at a time. If an episode of care is open when
a new assessment is created, the care type for the current episode of care defaults into this field.

Care Start Date Field

If an episode of care is open, the application will display the care start date for that episode of care. If no
episode of care is open, the application will display the Care Start Date field after an EoC care type value
is entered. This field will have no value if the care type is not an EoC care type.

Score Type Field

Within an episode of care for each instrument type, the user may create only one assessment with a score
type of Start, Goal, Finish, or Follow-up. For example, an episode of care may have only one ASIA
assessment with a score type of Start. There may be more than one assessment with a score type of
Interim. The score type of Unknown is not used with episodes of care. For example, the Unknown score
type may be used with assessments with a care type of Annual Evaluation.

The following score types are used with episodes of care:

Start = ST A score type of “Start” is used to identify the beginning of a treatment or
rehabilitation episode of care. It rarely is the same date that the patient is admitted
to the medical center. For example, a patient with a new onset of spinal cord
injury may receive days of care to achieve medical or surgical stability before
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beginning rehabilitation; therefore, a rehabilitation episode of care begins on the
day when the patient is participating in active rehabilitation but not before.

Goal = GL A “Goal” score type is used to identify goals that are realistically expected to be
achieved on a particular assessment at the close of an episode of care. The goal
scores are usually determined by the health care or rehabilitation team including
and in conjunction with the patient. Clinical practice guidelines and research
articles are sometimes useful in establishing goals.

Interim = IN “Interim” score types are used to track progress in increments between the start
and finish of treatment services. Only “Interim” score types can be used multiple
times for one instrument within an episode of care.

Finish = FI A “Finish” score type is used to identify status at the end of a treatment or
rehabilitation episode of care. It is rarely the same date that the patient is
discharged from the medical center. For example, a patient may complete
treatment for a certain condition but need to wait for the delivery of supplies and
services to their home before they are discharged from the medical center. An
episode of care should be closed when the particular type of treatment has been
completed or finished. Do not wait until follow-up evaluation to close an episode
of care.

Follow-up = FO A “Follow-up” score type is used to identify if the patient’s status has been
maintained at some time following completion of treatment or rehabilitation. For
inpatient rehabilitation, it is customary to follow-up with patients three months
after “Finish,” but other follow-up intervals may be used. There can only be one
“Follow-up” date. This one date will be used to identify all related follow-up data
even if follow-up assessments were actually conducted on several different dates.
Follow-up information is an indication of treatment durability regarding whether
treatment gains have been maintained after finishing active treatment or
rehabilitation.

Unknown = UN An “Unknown” score type should be used when a sequencing of score types is not
indicated or when none of the previous score types are applicable. For example, a
care type of Annual Evaluation (non-episode of care) would be likely to have all
assessments associated with “Unknown” score types.

Adding Follow-up Assessments

Assessments with a score type of Follow-up may be added to closed episodes of care for which a follow-
up date has been associated. The EoC Follow-up Date is the approximate date the Clinician conducted
follow-up assessments for the chosen episode of care. This one date will be used to identify all related
follow-up data, even if follow-up assessments were actually conducted on several different dates.

The follow-up date is entered on the Episodes of Care Management page for all follow-up information.
Assessments with a score type of Follow-up cannot be added to that episode of care, until a Follow-up
Date is assigned to the episode of care. For example, the previous episodes of care include the episodes of
care shown in the following:
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=
Closed Followu;

Care Type: Start Date Date Date P
Outpatient Rehabilitation 05152005  O/0L2005  08/01/2005
Inpatient Eehabilitation 04/01/2005 050372005
Contmum of Care - Inpatient  09/0%2004  10/04/2004
Outpatient Rehabilitation 03012004 06/16/2004 07162004
Inpatient Eehabilitation 0=/10/2004 04012004 05/01/2004
Care Type: Inpatent Eehabilitation I~
Eecord Date Zcore Type Instrument
05/03/2005 Finish D01 .
05/03/2005 Finish D=0
05/03f2005 Finich DU=01
04/01/2005 Start ASTA =l

Because there is no Follow-up Date for the episode of care beginning on 04/01/2005, assessments with a
score type of Follow-up cannot be added to that episode of care, until a Follow-up Date is assigned to it.

The episode of care beginning on 05/01/2004 has a follow-up date of 07/16/2004 so new assessments
with a Follow-up score type and a record date of 07/16/2004 may be added to this episode of care.
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Impairments Tab

Impairments refer to any loss of psychological, physiological, or anatomical structure or function.
Impairments affect organ systems, thought, or emotion. Information about impairments is provided on
both the Impairments Tab and the Medical Complications Tab.

% Patient Search | Spinal Cord Injury and Disorders Outcomes Logout |
Mame: SPINALCORD SIXTEEN Diate of Birth : 037041 933 (73 yrs.) Meuro. Level: CO& ASIAC Mext AE Due: 1201952007
SEM: 000-00-0016 Education: PR Employment:. EP Bladder Drainage: SC Pressure Ulcer: 1
Impairments
B Secondary Conditions: B
CYH Changes Over Time N SF-8 Changes Over Time
5.0 m‘m Swallowing Status: 3 = Regular 4s
' FETHEAL Food
i FSHMDDS pes ETRICTURENOS < 400
4'5 g . S e = Dehydration Signs: 0= No 37.5
4'0 Pre-Existing Diagnoses: | 35.0
s USROS & Brain Injury?: " Yes & No -
OTHEER. SPECIFIED
3.0 91021992 765 49 1= 30.0
an COUNSELING Othet Injury?: © Yes & No -
™ eescnebrne - LABORATORY L~ ot
1.5 Pre-Existing Procedures: D’ DEOET0 e '
1.0 Jul-2004  Jan-2005  Jul-2005
2005 2006 m Description I
bansconspoan FREVEIVE -
4 [
A it Entry F A
SN A AL DUSOI Changes Over Time
Scores /Date Scores / Date 80
" e
Body Mass Index (BMI) ASIA ||c05,c‘ 07M3i2006 ST »|  DAST | 6, 10/01/2004 F1 | 0l -
| /
Weight: 156.0 Pounds ol a—" /
|
Height 0.0 Inches AUDIT ||13,1m14r2005|N | DUSOI | 41,5, 07i01/2006 5T [~ o \I /
\ /
Body Mass 327 a |-/
Indes: ’ CAGE ||4 10/04/2005 5T = DUSORA, | 81, 1000452005 5T v[
BMI History an
Bl [222, 1200412006 UN =] | _ CES-D ||10,1mn1:2004 e | F'RIME—MD' 1, D7ID1/2006 ST =] TR T T R L
CYH ||6 07/12/2006 UN * SF-8 ||4U.2,4u.3,1um4xzuus sT 7| = -
Print | R‘esetlSuhmltl Help |
| Cover Sheet | Reqistration | Impairments | Wedical Complications | Activities | Participation & SWLS | Repaorts

Graphs on Impairments Tab

On the Impairments page, the following three graphs are populated after their corresponding assessments
have been completed and submitted.

Check Your Health (CYH) Changes Over Time

SF-8 Health Survey Changes Over Time

Duke Severity of Illness Scale (DUSOI) Changes Over Time
By resting the mouse over one of the data points on any of these graphs, the date and the score for that
assessment are displayed.

Body Mass Index (BMI)

The BMI section of the Impairments tab displays the patient’s current weight (in pounds or kilograms),
the patient's height (in inches or centimeters), and the patient's body mass index. The Body Mass Index
(BMI) form calculates a Body Mass Index as a measure of body fat based on height and weight that
applies to both adult men and women.
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To create a new BMI assessment, select the BMI button. To view a historic listing of the patient's BMI
scores, select the BMI History dropdown. From the BMI History listing, you can select an assessment
history line to view and edit an individual assessment.

For more information about the BMI instrument, refer to Appendix C: Instruments and Forms.

Conditions, Diagnoses, and Procedures

Secondary Conditions, Pre-Existing Diagnoses, and Pre-Existing Procedures

The Secondary Conditions, Pre-Existing Diagnoses, and Pre-Existing Procedures display-only fields list
the patient’s Secondary Conditions excluding SCI Diagnoses, Pre-Existing Diagnoses before the date of
SCI onset, and Pre-Existing Procedures occurring before the date of SCI onset within VA health care
settings. This information is populated through other applications and cannot be entered or edited.

To view a history of the patient’s Secondary Conditions, Pre-Existing Diagnoses, or Pre-Existing
Procedures, select the Window Expander icon next to each field.

Swallowing Status Field

The Swallowing Status field is populated from values entered in the Medical Needs and Function
Modifiers (MNFM) instrument. The information is display-only text and may be updated only by
performing a new MNFM Non-Goal assessment through the Activities page.

Dehydration Signs Field

The Dehydration Signs field is populated from values entered in the Medical Needs and Function
Modifiers (MNFM) instrument. The information is display-only text and may be updated by performing a
new MNFM assessment through the Activities page.

Brain Injury Field

To indicate whether the patient has ever had a brain injury, select either the Yes or No radio button.

Other Injury Field

To indicate whether the patient had any injury other than a brain injury at the time of SCID onset, select
either the Yes or No radio button.

Describe Other Field

If the Yes button is selected in the Other Injury field, a description of the injury may be entered into the
Describe Other field.

Assessment Entry Forms on Impairments Tab

Eleven instruments pertaining to loss of psychological, physiological, or anatomical structure or function
are accessed or launched from the Impairments tab:

ASIA - American Spinal Injury Association Standard Neurological Classification of Spinal
Cord Injury

AUDIT - Alcohol Use Disorders Identification Test

BMI — Body Mass Index Calculator

CAGE - Brief alcohol disorder assessment instrument

CES-D - Center for Epidemiologic Studies - Depression Scale

CYH - Check Your Health and Secondary Conditions Checklist

DAST - Drug Abuse Screening Test

DUSOI - Duke Severity of Illness Checklist Scale
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DUSOI-A - Duke Severity of Illness Analog

PRIME-MD - PRIME-MD Depression Screening

SF-8 Health Survey
To access an instrument form, select the button next to the instrument name. For example, select the AS/A
button to launch the ASIA instrument to create a new ASIA assessment.

Refer to Appendix C: Instruments and Forms for more information on each instrument.

NOTE: The term “assessment” refers to an instrument that has been completed. In this manual, the term
“instrument” will be used for the form that is completed during the assessment process.

Assessment Scores/Dates on Impairments Tab

Next to each assessment entry button is a history field that displays the score(s), score type, and the record
date for the most recent assessment. Select the history dropdown to view a listing of the score(s), record
dates, and score types for all assessments. You can view (and edit) individual assessments by selecting
one of the assessment history lines. Editing assessments is covered in the Editing Assessments section of
this manual.
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Medical Complications Tab

Medical complications are impairments that are commonly associated with spinal cord injury. Respiratory
complications are the most frequent cause of mortality in the SCI&D population. Urinary tract infections
occur frequently but with less mortality than in the past. Pressure ulcers are costly and disruptive to
participation in meaningful social roles. Chronic and acute pain is commonly reported by spinal cord
injury patients and can be disruptive to activities, participation, and satisfaction with life.
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Graphs on Medical Complications Tab

The two graphs on the Medical Complications page, PUSH Over Time and SF-MPQ and PPI, are
populated after the corresponding assessment has been completed and submitted. Present Pain Intensity
(PPI) ratings are entered on the SF-MPQ form and may also be displayed from the VistA Vitals
application. PPI scores with a value of “99=Unable to Respond” are not graphed. By resting the mouse
over one of the data points on any of these graphs, the date and the score for that assessment are
displayed.

Located under the PUSH Over Time graph is the Recent PUSH Scores history field that shows PUSH
scores, their associated record dates, and score types. Select the dropdown to view a listing of the
score(s), record dates, and score types for all PUSH assessments. You can view (and edit) individual
assessments by selecting one of the PUSH Total Score assessment history lines.

Pneumonia and Respiratory Section
Ventilator Equip./Supplies Field

The Ventilator Equip./Supplies field is populated from other applications with either Yes or No. Yes will
be populated in this field when one or more of the specified CPT and HCPCS codes are recorded within
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the interval from the present day to five years before. This field may be overwritten. To change the value,
select the desired value (Yes or No) from the dropdown.

Pneumonia and Respiratory Reports

To view the Pneumonia and Respiratory report, select the Pneumonia & Respiratory Report button. The
Pneumonia and Respiratory Report displays VistA information about increased aspiration risks due to
swallowing difficulties or feeding tubes, pneumonia or atelectasis diagnoses, intubation procedures, chest
radiology results, sputum laboratory results, and discharge locations following inpatient treatment of
pneumonias.

To view the Pneumonia Immunizations report, select the Prneumonia Immunizations Report button. The
Pneumococcal Immunizations Report displays VistA information about pneumococcal vaccination
medications ordered for the patient, and pneumococcal vaccination diagnoses and procedure codes
recorded. This report cannot be used to document performance measure conformance due to various
methods of recording doses.

Refer to the Reports Tab section of this manual for more information.

NOTE: All reports are view-only. Information within these reports may not be edited.

Influenza Section

Influenza Reports

To view the Influenza Diagnoses & Treatment report, select the Influenza Dxs & Treatment Report
button. The Influenza Diagnoses and Treatment Report displays VistA information about influenza-
related diagnoses, antiviral medications prescribed, influenza-related microbiology and chemistry
laboratory reports, chest radiology results, and discharge locations following inpatient treatment of
influenza incidents.

To view the Influenza Immunizations report, select the Influenza Immunizations Report button. The
Influenza Immunizations Report displays VistA information about influenza vaccination medications
ordered for the patient, and influenza vaccination diagnoses and procedure codes recorded. This report
cannot be used to document performance measure conformance due to various methods of recording
doses.

Refer to the Reports Tab section of this manual for more information.

NOTE: All reports are view-only. Information within these reports may not be edited.
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Urinary Tract Infections Section

Bladder Drainage Field

In the Bladder drainage field, select the predominant urinary device type used by the patient. Multiple
options cannot be selected. To view a history of the patient’s use of urinary device types, select the
history dropdown.

BA = Bladder Augmentation

EC = Condom/External Catheter

IC Intermittent Catheterization

IN = Indwelling Catheter

IP = Ileal Pouch

SC Suprapubic Catheter

SS = Surgical Stent

Urinary Tract Infections Reports

To launch the Urinary Tract Infections report, select the Urinary Tract Infections Report button. The
Urinary Tract Infections Report displays VistA information about urinary tract diagnoses, surgical
procedures, radiological studies of the urinary tract, and urinalysis, microbiology, and CBC laboratory
results related to urinary tract infections.

Refer to the Reports Tab section of this manual for more information.

NOTE: All reports are view-only. Information within these reports may not be edited.

Pressure Ulcers Section

Pressure ulcers are costly and disruptive. Pressure ulcer prevention and treatment information can be
tracked in the Pressure Ulcer Section. There are two subsections, separated by the PUSH Instrument form
and the Pressure Ulcer Report button. The first subsection allows collection of information regarding
pressure ulcer risk assessments, and the second subsection allows collection of information after a period
of treatment focused on healing of a pressure ulcer.

Pressure Ulcers

Risk Record Date
Press. Ulcer Risk: [4=HighRisk =] |0s/10/2005 EE
Risk Instrument Used: |PS = Pressure Scare Prediction Scale j
Risk Instrurment Histony: |Instrument: PS, Level 4, 05M 052005 j

PUSH Instrurnent Farm | Pressure Ueer Repart |

Finish Record Date
Predominant Position at — [ezeet]
B ISmmg ‘l ID?H 572005 _J
I Uleer ClosediHealed?: " Yes # RNo
Sitting Time: IB.D Hours
Tirne to Achieve Healing: |16 Days
Pressure Ulcer Finish History: IClosed: M, Position: 5, 8.0 Hrs, 16 Days, 07/15/2005 j
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Pressure Ulcer Risk Subsection

The first subsection that allows collection of information regarding pressure ulcer risk assessment
includes four fields. Complete the first three fields and select the Submit button to create a Pressure Ulcer
Risk Assessment.

Whenever the Risk Record Date field is modified and submitted, if values are present in the Press. Ulcer
Risk and Risk Instrument Used fields, a new assessment line is created in the Risk Instrument History
field. If the user modifies saved values in the Pressure Ulcer Risk field and/or Risk Instrument Used field
and does not modify the Record Date, if the user selects Submit, a message “Duplicate Risk Date” is
displayed.

Pressure Ulcer Risk
To indicate the patient’s risk for pressure ulcers, select from the dropdown one of the following values:

0 = Not Assessed
1 = Very Low Risk

2 = Low Risk
3 = Average Risk
4 = High Risk

5 = Very High Risk
Risk Record Date

Record the date the pressure ulcer risk assessment occurred. The date can be manually entered or selected
from the Calendar icon.

Risk Instrument Used

To indicate the instrument used to determine the patient’s risk for pressure ulcers, select from the
dropdown one of the following commonly used pressure ulcer risk assessment instruments:

AN = Anderson

BB = Braden, and Modified Braden
CJ = Cuben and Jackson Scale

GM = Gosnell and Modified Gosnell

KN = Knoll
NR = Norton
PS = Pressure Sore Prediction Scale

SL = Salzberg, Lehman, or Rodriguez

WP = Waterlow Pressure Sore Risk Calculator
WT = Watkinson Scale

NN = None of the Above

Risk Instrument History

The Risk Instrument History field displays the historical values for the patient’s pressure ulcer risk level,
the risk instrument used, and the date that the risk assessment was taken. To view a complete history of
the patient’s pressure ulcer risk assessments, select the dropdown next to the field.

Pressure Ulcer Scale for Healing (PUSH

The Pressure Ulcer Scale for Healing (PUSH) instrument ) is included to allow recording specific
information regarding the patient’s most severe pressure ulcer. To access the PUSH instrument, select the
PUSH Instrument Form button.
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The pressure ulcer is assessed and scored on the four elements in the tool: length of the open wound,
width of the open would, exudate amount, and tissue type. The highest current pressure ulcer stage and
number of current pressure ulcers are recorded on the form.

Push scores are displayed under the PUSH Over Time graph in the Recent PUSH Scores field. For more
information about the PUSH, refer to Appendix C: Instruments and Forms.

Pressure Ulcer Report

The Pressure Ulcer Report displays SCIDO information entered on the Medical Complications Tab and
PUSH assessments. VistA information about pharmacy supplies and prosthetic devices, diagnoses,
surgeries, complications, radiological studies, and laboratory results related to pressure ulcers is also
displayed.

To view the Pressure Ulcer Report, select the Pressure Ulcer Report button.

Pressure Ulcer Finish Subsection

The second Pressure Ulcer subsection allows collection of information after a period of treatment focused
on healing of a pressure ulcer. Complete the first five fields and select the Submit button to create a
Pressure Ulcer Finish Assessment.

Whenever the Finish Record Date field is modified and submitted, if values are present in the other
required fields, a new assessment line is created in the Pressure Ulcer Finish History field. If the user
modifies saved values in the other fields and does not modify the Finish Record Date, if the user selects
Submit, a message “Duplicate Finish Date” is displayed.

Predominant Position at Finish
To indicate the patient’s predominant position at the finish of their pressure ulcer healing, select from the
dropdown one of the following values:

Sitting

Bedrest

Finish Record Date

Next to the Predominant Position at Finish field is a date field for recording when the assessment
occurred. The date can be manually entered or selected by selecting the Calendar icon.

Is Ulcer Closed/Healed

Select either the Yes or No radio button to indicate whether the patient’s pressure ulcer is closed or healed.

Sitting Time (Hours/Day)

Enter the number of hours of sitting tolerance time per day, for example 5.25. Valid values are 0 to 24.00.

Time to Achieve Healing (Days)
Enter the time in days that it took for the highest staged ulcer to heal.

Pressure Ulcer Finish History

This field displays the most recent Pressure Ulcer Finish values for the patient’s predominant position at
finish, whether the pressure ulcer is closed and healed, the sitting time, the time to achieve healing, and
the date that the assessment was conducted. To view a complete history of the patient’s pressure ulcer
periods of treatment, select the history dropdown next to the field.
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Pain Section

Short Form McGill Pain Questionnaire (SF-MPQ)

The Short Form McGill Pain Questionnaire (SF-MPQ) is included to allow recording of a patient’s
subjective pain experience along two dimensions of pain, sensory pain rating index (S-PRI) and affective
pain rating index (A-PRI), and a total pain rating index (T-PRI). The patient is also provided the
opportunity to rate their present pain intensity index (PPI) and use a visual analogue scale to rate their
pain from zero (lowest severity) to one-hundred (highest severity).

SF-MPQ History

The SF-MPQ History field displays the patient’s Short Form McGill Pain Questionnaire assessment
scores with the score type and record date. To view a complete history of the patient’s SF-MPQ
assessments, select the dropdown next to the field.

Pain Assessment & Treatment Report

The Pain Assessment & Treatment Report displays SF-MPQ and PPI scores, pain alleviation drugs, pain
management diagnoses and procedures, and Transcutaneous Electrical Nerve Stimulation (TENS) trial
dates. Present Pain Intensity ratings may be from either the SF-MPQ or the VistA Vitals application. To
view the Pain Assessment & Treatment Report, select the Pain Assessment & Treatment Report button.
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Activities Tab

Activities are tasks and actions by an individual at the level of a person rather than the
anatomic/physiological level or social level. Activities have been associated traditionally with abilities,
disabilities, or independence.
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Graphs on Activities Tab

The four graphs on the Activities page, Functional Independence Measure (FIM), Functional Assessment
Measure (FAM), Kurtzke FSS & EDSS, and Accident Frequency graphs, are populated after their
corresponding assessment has been completed and submitted. By resting the mouse over one of the data
points on any of these graphs, the date and the score for that assessment are displayed.

Activities Tab Assessment Entry Forms, Scores, and Benchmarks

NOTE: Benchmarks will not display for ASIA Impairment E or Unknown.

Functional Independence Measure (FIM)

The Functional Independence Measure (FIM) is the most widely used activity or functional assessment
measure in the rehabilitation community. To access the FIM instrument, select the FIM button. For more
information about the FIM, refer to Appendix C: Instruments and Forms.

FIM Total Score, Date, and Benchmark

The FIM Total score, date, score types, and benchmark fields are populated after a FIM assessment has
been completed and submitted. FIM Total scores, dates, and score types are displayed in a FIM history
field, starting with the most recent assessment. Select the dropdown to view a listing of the score(s),
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record dates, and score types for all FIM assessments. You can view (and edit) individual assessments by
selecting one of the FIM Total Score assessment history lines.

FIM Motor Score, Date, and Benchmark

FIM Motor scores, dates, score types, and benchmarks are displayed in a history field. Select the
dropdown to view a listing of all FIM Motor score(s), record dates, and score types. To view (and edit)
individual assessments, select one of the assessment history lines for the FIM Total Score field.

FIM Cognitive Score, Date, and Benchmark

FIM Cognitive scores, dates, score types, and benchmarks are displayed in a history field. Select the
dropdown to view a listing of all FIM Cognitive score(s), record dates, and score types. To view (and
edit) individual assessments, select one of the assessment history lines for the FIM Total Score field.

Functional Assessment Measure (FAM)

The Functional Assessment Measure (FAM) was developed as an activity measure and as an adjunct to
the Functional Independence Measure (FIM). To access the FAM instrument, select the F4AM button. For
more information about the FAM, refer to Appendix C: Instruments and Forms.

FAM Scores

Beside the FAM button is a history field that displays the most recent FAM score. This field is populated
after a FAM assessment has been completed and submitted. Select the dropdown to view a listing of the
scores, record dates, and score types for all FAM assessments. You can view (and edit) an individual
FAM assessment by selecting one of the FAM assessment history lines.

MNFM Form

To access the Medical Needs and Function Modifiers (MNFM) instrument, select the MNFM button. For
more information about the MNFM instrument, refer to Appendix C: Instruments and Forms.

Bowel Accident Frequency

The Bowel Accident Frequency field is populated after an MNFM assessment has been completed and
submitted. The frequency of bowel accident rating, record dates, and score types are displayed in a history
field. Select the dropdown to view a listing of the score(s), record dates, and score types for all MNFM
assessments. You can view (and edit) an individual MNFM assessment by selecting one of the assessment
history lines.

To access the MNFM instrument, select the MNFM button.

Bladder Accidents Frequency

The Bladder Accident Frequency field is populated after an MNFM assessment has been completed and
submitted. The frequency of bladder accident rating and dates are displayed in a history field. Select the
dropdown to view a listing of the score(s), record dates, and score types for all MNFM assessments. You
can view (and edit) individual MNFM assessments by selecting one of the assessment history lines.

To access the MNFM instrument, select the MNFM button.

Kurtzke Expanded Disability Status Scale (EDSS)
To access the Kurtzke EDSS instrument, select the £DSS button.

May 2011 40



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

NOTE: The EDSS and FSS assessments will only be available if the patient holds an etiology of Multiple
Sclerosis.

Refer to Appendix C: Instruments and Forms for more information on the Kurtzke EDSS instrument. The
Kurtzke EDSS Rating field is populated after a Kurtzke EDSS assessment has been completed and
submitted. Kurtzke EDSS scores, record dates, and score types are displayed in a history field. Select the
dropdown to view a listing of the score(s), record dates, and score types for all EDSS assessments You
can view (and edit) individual assessments by selecting one of the assessment history lines.

Kurtzke Functional Systems Scale (FSS)

To access the Kurtzke FSS instrument, select the FSS button. Refer to Appendix C: Instruments and
Forms for more information on the Kurtzke FSS instrument.

FSS scores and dates are displayed in a history field next to the FSS button. Select the history dropdown
to view a listing of the score(s), record dates, and score types for all FSS assessments. You can view (and
edit) individual FSS assessments by selecting one of the assessment history lines.
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Participation & SWLS Tab

Participation reflects the nature and extent of a person’s involvement in life situations at a social or
societal level and often pertains to participating in meaningful social roles. This tab summarizes
participation information based on the Craig Handicap Assessment and Reporting Technique Short Form
(CHART-SF). It also includes Diener’s Satisfaction with Life Scale (SWLS). Global life satisfaction from
the patient’s perspective is distinguished from affective appraisal in that it is more cognitively than
emotionally driven.
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Graphs on Participation & SWLS Tab

The two graphs on the Participation & SWLS page are populated after the corresponding assessment
(CHART-SF or SWLS) has been completed and submitted. CHART-SF benchmark information is not
provided in the graph but is available in the center column of the tab. The SWLS Over Time graph
displays benchmark information based on the highest ASIA Neurological level, ASIA impairment scale,
clinical practices guideline, and research publications.

NOTE: Benchmarks will not display for ASIA Impairment E or Unknown.

By resting the mouse over one of the data points on any of these graphs, the date and the score for that
assessment are displayed.
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Attendant Care Section of Participation and SWLS Tab

Attendant Care Field

The Attendant Care field displays the sum of the number of paid and unpaid hours of attendant care per
day. The Attendant Care field is populated after the Physical Independence subscale of a CHART-SF
Non-Goal assessment has been completed and submitted.

Paid Attendant Care Field

The Paid Attendant Care field displays the number of hours of paid attendant care per day. This field is
populated after the Physical Independence subscale of a CHART-SF Non-Goal assessment has been
completed and submitted.

Unpaid Attendant Care Field

The Unpaid Attendant Care field displays the number of hours of unpaid attendant care per day. This field
is populated after the Physical Independence subscale of a CHART-SF Non-Goal assessment has been
completed and submitted.

Att. Care Interruption Dates Field

The Attendant Care Interruption Dates field has a date field for recording when the patient experienced an
unplanned disruption in personal attendant care. The date can be manually entered or selected by selecting
the Calendar icon to designate the date when the incident occurred.

Attendant Loss Admissions Field

The Attendant Loss Admissions field has a date field for recording when the patient had to be admitted to
a health care or extended care facility due to an unplanned disruption in personal attendant care. The date

can be manually entered or selected by selecting the Calendar icon to designate the date when the incident
occurred.

Attendant Care Interruptions in 5 Years Field

The Attendant Care Interruptions in 5 Yrs field is display-only and is calculated and populated from the
Attendant Care Interruption Dates.

Attendant Loss Admissions in 5 Years Field

The Attendant Loss Admissions in 5 Yrs. field is display-only and is calculated and populated from the
Attendant Loss Admissions field.

Social Section of Participation and SWLS Tab

Marital Status Field
The Marital Status field is display-only and is populated by other applications.

Number in Household Field

The Number in Household Field is display-only and is populated after the Social Integration subscale of a
CHART-SF Non-Goal assessment has been completed and submitted.
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Metro/Micro/Rural Field

The Metro/Micro/Rural field is display-only and is populated by other applications. This field displays the
classification of the patient’s residence based on their home address. A metropolitan area is one that has
more than 50,000 residents. A micropolitan area has 10,000 to 49,999 residents. Areas with less than
10,000 residents are considered rural.

Assessment Entry Forms on Participation & SWLS Tab

Two instruments, the CHART-SF and Diener’s SWLS, are accessed from the Participation & SWLS tab.

CHART-SF Assessment Entry Form

Select the CHART-SF button to launch the Craig Handicap Assessment and Reporting Technique — Short
Form (CHART-SF) instrument. For more information, refer to Appendix C: Instruments and Forms.

CHART-SF History

The CHART-SF History field displays CHART-SF scores, record dates, and score types. Clicking on an
assessment history line will open that assessment for viewing and editing.

Diener’s Satisfaction with Life Scale (SWLS) Assessment Entry Form
Select the SWLS button to launch Diener’s Satisfaction with Life Scale (SWLS) instrument.

For more information about the SWLS instrument, refer to Appendix C: Instruments and Forms.

SWLS History

The SWLS History field displays SWLS scores, record dates, and score types. Clicking on an assessment
history line will open that assessment for viewing and editing.

CHART-SF Subscales Section

The CHART-SF Subscales section of the Participation & SWLS page contains the following subscales:

Physical (Current, Historic, Benchmark)

Cognitive (Current, Historic)

Mobility (Current, Historic, Benchmark)

Occupation (Current, Historic, Benchmark)

Social (Current, Historic, Benchmark)

Economic (Current, Historic, Benchmark)
Next to the subscales are fields that display CHART-SF scores and their associated record dates and score
types. These fields are populated after a CHART-SF Non-Goal assessment has been completed and
submitted. Clicking on an assessment history line will open that assessment for viewing and editing.

NOTE: if any CHART-SF sub-section besides the required Physical Independence section, is not
completed, the CHART-SF Total score and edit/view total score is blank

Next to the subscale field is the CHART-SF Benchmark for that particular subscale. The Benchmark
fields are view-only and are based upon the Veteran’s ASIA neurological level and ASIA impairment
derived from the Consortium for Spinal Cord Medicine (CSCM) Outcomes Clinical Practices Guideline
(CPG) or Model Spinal Cord Injury System (MSCIS) data. Benchmark information for the Cognitive
Independence subscale is currently unavailable.
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Occupation and Education Section

Occupation and Education
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The Occupation and Education Section of the Participation & SWLS tab includes the following fields:

Employment Status Field
Select the Veteran’s current employment status from the following:
EF = Employed Full Time
EP = Employed Part Time
RT = Retired
UU = Unemployed
NN = Unknown

Education Field
This field displays the value selected and saved in the Highest Level of Education field on the
Registration page.

LH = Less than High School Graduate

HS = High School Graduate or GED

SC = Some College, Technical School, AA, or AS
CG = College Graduate

PR = Graduate or Professional School

Student? Field

Select either Yes or No to indicate whether the Veteran participates in education activities.

In the date field to the right, enter the date the person participated in education activities.

Student History

Previous student entries and associated dates are displayed in a history dropdown.

Volunteer? Field

Select either Yes or No to indicate whether the Veteran participates in volunteer activities. In the date field
to the right, enter the date the Veteran participated in volunteer activities. Previous volunteer entries and
associated dates are displayed in a dropdown, starting with the most recent entry.
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Current Occupation Field

This field displays the occupation text entered in the most recently completed CHART-SF assessment.

Occupation at Injury Field

This field displays the patient’s type of occupation at the time of spinal cord injury or onset. It is
populated from the Occupation at Time of Injury field in the Registration Tab. Department of Labor
Occupation types include:

PR = Professional and technical
EX = Executive
SL = Sales

AD = Administrative support

PP = Precision Production
MO = Machine Operators
TR = Transportation

HA = Handlers

SV = Service

Information from the CHART-SF Assessment
The following information from the most recently completed CHART-SF assessment is displayed:
School Hours/Week
Employment Hours/Week
Homemaking Hours/Week
Home Maintenance Hours/Week
Recreation Hours/Week
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Assessment Entry Forms

The SCIDO application contains 20 instruments or assessment entry forms. The headers of most
instruments are similar in appearance.

Marne: SFINALCORD, FOURTEEN * Record Date: [oomirzo0s =
Divigion: 443

" Care Type: | j Care Start Date: l_;l
Scare ID— * Beore Type: l—;l

After an assessment entry button has been selected from a Tab, the application displays the instrument
with the patient name and division in the header of that instrument. Other values, such as Care Type and
Care start date, may default into the form, but usually can be modified.

Some instruments do not contain a score field in the header. Some instruments such as Check Your
Health (CYH) and SF-8 Health Survey will have extra score fields in the header.

Fields that must be completed to calculate or save the assessment are marked with a red asterisk as a
reminder of their required status. Other unmarked fields may be required for some assessments depending
on the values selected for the form. For example, if part of one section of the CHART-SF is completed,
then that entire section must be completed.

Header of Assessments

The header of most assessment forms contains the following fields.

Name Field
The Name field is display-only.

Record Date Field

The Record date is the date the assessment was performed by the Clinician or other care provider. This
may be any date up to and including the current date. A future date cannot be used. The user may either
manually enter the date or select the date from a calendar supplied with the form.

Division Field
The Division field is display-only and is populated by the application.

Care Type Field

The Care Type field may contain one of the following values:

Inpatient Rehabilitation
Outpatient Rehabilitation
Continuum of Care - Inpatient
Continuum of Care - Outpatient
Annual Evaluation

SCI Home Care

Extended Care

End of Life Care

Numeric Protocol Codes = 9-99

NOTE: The care types of Inpatient Rehabilitation, Outpatient Rehabilitation, or Continuum of Care -
Inpatient are used if there is an Episode of Care associated with the assessment. Refer to the
Episodes of Care section of this manual for further information.
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Care Start Date Field

The Care Start Date field is display-only and is populated by the application when an assessment belongs
to an episode of care. Refer to the section in this manual on Episodes of Care.

Score Field
Most assessment forms have one or more score fields, calculated by the application.

Score Type Field
For the Score Type, the following choices are available.
Start = ST A score type of “Start” is used to identify the beginning of a treatment or

rehabilitation episode of care. It rarely is the same date that the patient is admitted
to the medical center.

Goal =G A “Goal” score type is used to identify goals that the patient is realistically
expected to achieve on a particular assessment at the close of an episode of care.

Interim = IN “Interim” score types are used to track patient progress in increments between the
start and finish of treatment services.

Finish = FI A “Finish” score type is used to identify the patient’s status at the end of a

treatment or rehabilitation episode of care. It is rarely the same date that the
patient is discharged from the medical center

Follow-up = FO A “Follow-up” score type is used to identify if the patient’s status has been
maintained at some time following completion of treatment or rehabilitation. The
score type of Follow-Up may be used if there is a closed Episode of Care
associated with the assessment.

Unknown = UN An “Unknown” score type should be used when a sequencing of score types is not
indicated or when none of the previous score types are applicable. For example,
assessments with a care type of Annual Evaluation would likely have “Unknown”
score types.

If an assessment is part of an Episode of Care, rules will apply to which score types are available for each
instrument type. Refer to the Episodes of Care section in this manual for further information.

NOTE: The term “assessment” refers to an instrument that has been completed. In this manual, the term
“instrument” is used for the form completed during the assessment process.

Button Functions on Assessments

Most instrument forms contain the following buttons on each form.

Back Button

Select the Back button to return to the previous page.

Print Button
Select the Print button to print the assessment, including all responses that have been entered or selected.

The print function may be used at any time to make a paper copy of the completed assessment. The Print
button is often used after the calculate function and before the submit function is used.

Blank Forms

Select the Blank Forms button to print a blank form in PDF format. The application will display the Blank
Forms page with a list of all instruments. Select the Print icon by the desired instrument to print a blank
instrument form. To view the Blank Forms page, refer to the section called Blank Assessment Forms.
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Cancel Button

Select the Cancel button to exit the assessment form and return to the page from which it was launched.
For example, when in the ASIA instrument, selecting the Cancel button returns the user to the
Impairments page.

NOTE: If any information was entered into the instrument or form, it will be lost when the Cancel button
is selected.

Reset Button on Instruments
Select the Reset button to return to the most recently saved values on the form.

NOTE: When the Calculate function has been used on a form, the Reset function on instruments returns
the values entered or edited up to the Calculate function. The form values are not necessarily
returned as the values when the form was first opened, but to the values when the form was last
calculated.

Calculate Button on Assessments
Select the Calculate button to calculate and display the instrument score(s), if any.

Submit Button on Assessments

Select the Submit button to submit the data to the regional database. The system will display either an
information message or a message that the assessment information was saved successfully.

Select OK to return to the previous page.

Help Button on Assessments
Select the Help button to access Online Help.

Calendar on Assessments

The Calendar icon provides the user with a calendar from which to select a date. The calendar function in
an instrument works the same as the Calendar icon on tabs. Refer to the section called Calendar in this
manual.

General Procedure for Creating Assessments

Depending on the assessment type, the rules for creating, calculating, and submitting an assessment will
vary. The basic procedure for creating a new assessment is described below.

Creating a New Assessment

Gather the assessment information.

Use Patient Look-up to locate the patient in the application.

Open the appropriate SCI Tab to locate the assessment form button.

Select the assessment form button. The application will display the selected online form with

the patient’s name and division.

5. Manually enter the Record Date on which the assessment information was gathered or select
the date from the Calendar.

6. Select one of the following Care Types:

Inpatient Rehabilitation (requires episode of care [EoC] management)
Outpatient Rehabilitation (requires episode of care [EoC] management)

e
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Continuum of Care — Inpatient (requires episode of care [EoC] management)
Continuum of Care — Outpatient

Annual Evaluation

SCI Home Care

Extended Care

End of Life Care

Or one of 91 specific protocols of care

7. For some types of assessments (those with an EoC care type) a value may be displayed in the
Care Start Date field. For EoC care types with Follow-up score types, a value is selected from
the Care Start Date field.

8. Select one of the following score types:

Start

Goal
Interim
Finish
Follow-up
Unknown

9. Complete all required fields. Complete any desired optional fields.

10. Select the Calculate button. The application will calculate the score(s).

11. Select the Submit button. The application will provide notification when the assessment
information was saved successfully.

12. Select OK. The application will return to the tab from which the instrument is accessed.

Editing Assessments
Assessments may be viewed and edited. Some fields in the header, such as the care type and score type

fields, cannot be modified. Special rules may apply for some assessments. For example, when editing a
DUSOI assessment, the user will not be able to edit the record date.

NOTE: The user may modify the responses on the assessment form, subject to the rules that apply to
entering an assessment and the rules that apply for the particular assessment form.

Editing an Assessment, General Procedure

1. Open the appropriate Tab page. See the Instruments section in this manual for the tab location
of each assessment entry form button.

2. Next to the desired assessment entry form button, select the History dropdown to display a
listing of score(s), record dates, and score types for all assessments.

Select the desired assessment history line by clicking on it.
The application asks if you are sure you want to edit the assessment. Select OK.
The Application displays the completed assessment form.

kW

View and modify the form subject to the rules that apply to creating, modifying, and saving
all assessments and subject to the rules that apply to that particular assessment form.

7. Upon completion of all edits, select the Calculate button.
8. Select the Submit button.
Refer to Appendix C: Instruments and Forms for details about individual assessments or instruments.
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Blank Assessment Forms

Select the Blank Forms button from any assessment form to print a blank form in PDF format. The
application will display the Blank Forms page with a list of all instruments. Select the Print icon by the
desired instrument to print a blank instrument form. These forms are particularly useful for completion at
the bedside. The assessment information can be entered into the application later from the handwritten
form.

Blank Forms (PDF)
Frinting a POF requires that you have the Adobe® Reader® installed on your camputer. If it is not '\‘a r!\dol)e'
alteady on your systern, click on the Get Adobe® Reader®icon to download Adobe Reader. Adchalil de

For a blank form, click on the printer icon associated with the form you want. This will bring up a POF that you can
print or save to your computar.

American Spinal Injury Association Standard Meurological Classification of Spinal Cord Injury
(ASIA)

o

Alcohol Use Disorders Identification Test (AlUDIT)

&

Body Mass Index (BMI)

&

CAGE

&

Center far Epidemiologic Studies Depression Scale (CES-D)

&

Craig Handicap Assessment and Reporting Technigue Short Form {(CHART-5F)

o

CheckYour Health {CYH)y and Secondary Conditions

&

Drug Abuse Screening Test (DAST)

&

Duke Severity of lllness (DUSON Checklist

&y

Duke Severity of lliness Analog (DUSOI-A) Scale

oL

Functional Assessment Measure (FAR)

&

Functional Independence Measure (Fin)

&

Kurtzke Expanded Disahility Status Scale (EDSE)

&

Kurtzke Expanded Disabhility Status Scale (EDSE) Full Text

&

Kurtzke Functional Systerms Scale (FS8)

@@

Kurtzke Functional Systerms Scale (FS8) Full Text

Medical Meeds functions Modifier {MhIF )

a

Fatient Education

&

PRIME-MD Depression Screening

&

FPLISH Tool

oL

Satisfaction With Life Scale {SWLS)

oL

SF-8™ Health Survey

&

Short Form McGill Pain Questionnaire (SF-MPQ)

&

Back I Help
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Progress Notes

Progress notes may be created, signed, and submitted to CPRS-R for the following instruments:

Craig Handicap Assessment and Reporting Technique — Short Form (CHART-SF)
Functional Independence Measure (FIM)
Satisfaction with Life Survey (SWLS) (Diener’s)
For all three instruments, the system will prompt the user to write progress notes for the following
combinations of score type and care type:

Score Type of Start and Care Type of Inpatient Rehabilitation (Goal-setting)

Score Type of Start and Care Type of Outpatient Rehabilitation (Goal-setting)

Score Type of Finish and Care Type of Inpatient Rehabilitation

Score Type of Finish and Care Type of Outpatient Rehabilitation

Score Type of Follow-up and Care Type of Inpatient Rehabilitation

Score Type of Follow-up and Care Type of Outpatient Rehabilitation
For the Functional Independence Measure (FIM), the user can elect to enter a free-text progress note that
will be sent to CPRS for further authentication and entry. In addition to the combinations listed above, for
the FIM, the system will prompt the user to write a progress note for the following combinations of score
type and care type:

Score Type of Goal and Care Type of Inpatient Rehabilitation

Score Type of Goal and Care Type of Outpatient Rehabilitation

Score Type of Goal and Care Type of Continuum of Care--Inpatient

Score Type of Start and Care Type of Continuum of Care—Inpatient

Score Type of Finish and Care Type of Continuum of Care—Inpatient

Score Type of Follow-up and Care Type of Continuum of Care—Inpatient

Any Score Type and Care Type that is a Non-Episode of Care

Score Type of Interim and any Episode of Care Type

Score Type of Unknown and any Episode of Care Type
In addition to care type and score type, other variables or conditions (e.g., the ASIA Neurologic Level
value and ASIA Impairment value), will determine whether the user is prompted with an information
message with an opportunity to write a progress note. After submitting one of these assessments, within
the information message about progress note, the user can select either Yes to write a progress note or No
to not write a progress note. For example, after creating and selecting the Submit button for a CHART-SF
with a score type of Start and care type of Inpatient Rehabilitation, the system responds with an
information message:

CHART-5F Information Message

You have entered a care type of either Inpatient Rehahilitation or Outpatient Rehahilitation for a patient
withh a COT ASIA neurological level and an ASIA impairment scale of . Do youwant to see a goal-setting
termplate you use to generate a CPRS progress note?

‘r’esl EI

Example of a CHART-SF Progress Note with Goal Template

The application displays a goal template when the score type for the patient is Start and the care type is
either Inpatient Rehabilitation or Outpatient Rehabilitation.

May 2011 52



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

CHART-SF Subscale Scores
@ Copyright Motice: Some of the following materal is excerpted and reprinted with perrdssion from Cufcomes Following Traumabic Spinal Cord Infury: Clindeal
Fractice Guidelines for Health-Care Professionals, Washington, DC, Paralyzed Veterans of America (PVA) @ 1999,
Phoysical Cognitie Ivlohility Olecupation Social Econormic
Start 6.0 100.0 7.0 013 100.0 6.3
Median 100 100 i3] 100 100
Interquartile Range o4-100 77-100 29.5-100 75-100 50-100
Goal |
Submit |

Select the Visit Location from the list in the dropdown field.
Select the Service Type from the list of types in the dropdown field.

Enter the goal for each subscale and select Submit. The application responds with the form that will be
submitted to CPRS.

Motor Efficiency and Cognitive Efficiency display up to 2 post-decimal places:

Motor Efficiency = (Motor Finish Score - Motor Start Score)/Length of Rehab
Cognitive Efficiency = (Cognitive Finish Score - Cognitive Start Score)/Length of
Rehab

Length of Rehabilitation = (Care finish date - Care start date - [Length of 3 longest
interruptions in care])

To save the progress note, the user must enter their electronic signature code and select Submit.

NOTE: the Visit Location, Service Type, and Electronic Signature Code are required fields.

Spinal Cord Injury & Disorders Outcomes

Progress Notes Title: SCI CRAIG HAMNDICAP ASSESSMEMNTEREP ORTING TECHMIQUE-SHORT FOF

Visit Location: | AMEDICINE j

Service Type: *| Qutpatient 'l
+ |
| CHART-3F Subscale Scores |
| | Physical | Cognitive | Mobhility | Coccupation | Social | Economic |
| Start |96.0 |100.0 |97.0 |91.3 |100.0 |86.3 |
| Median |100 | | 100 | 66 | 100 | 100 |
| Intrgrtl |54-100 | | 77-100 |25.5-100 | 75-100 | 50-100 |
| Goal |98 | 100 |95 |95 |90 |90 |

=
*Enter Electronic Signature Code: Submit
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Reports Tab

The Reports Tab provides access to the various reports that can be generated by the application. The
benefits of accurately maintaining the SCIDO application for Veterans with spinal cord injuries or
disorders are reflected in the reports.

NOTE: Access to certain reports is limited to the specific role of the user (Administration, Clinician, or
Researcher).

M Patient Search Spinal Cord Injury and Disorders Outcomes

S Mame SPINALCORD FOURTEEM Date of Birth : 10/23/1246 (61 yrs) Meuro. Level: 502 ASIA B Mext AE Due
S5M :000-00-0014 Education Employment: RT Bladder Drainage Pressure Ulcer.
SCIVWEB
Impairments and Medical Complications Reports Filtered Reports Custom Reports
. ) ) Selectthe Report Designer button to create a custam
Influenza Diagnoses & Treatment Basic Patient Information reportto your specifications. The Report Designer
allows yvou to select criteria, format, and information
Influenza Immunizations Report Breakdown of Patients needed for a repart.

Pain Assessment and Treatment Current Inpatients Report Designer

Eneurmacaccal Immunizations

Expanded Patient Listing

Eneurnonia and Respiratory Repart

Patients with Future Appointments

Fressure Llicer Repart .
Eressure Ulcer Report Follow-Up Last AE Received

5 . .
RAFMDS Quality Indicators Follow-Up i ast Seen

RAFMDS Resource Wilization Groups (RUG)

Inpatient Sutpatient Activity

Urinary Tract Infections Report

Inpatient Outpatient Activity (Specificy at Your Division

Ci ve Reports

Labaoratory Utilization at vour Division

Annual Evaluation Outcomes

Continuurm of Care Inpatient Outcomes Laboratory Utilization (: ificy at Your Division
Inpatient Rehabilitation Outcames Mailing Labels
COutpatient Rehabilitation Outcomes ME (Kurtzke) Measures

Patient Listing(s) Reports

Mew STIED Patients
Admissions (SCIEDY

Patient Listing
ons for Inpatient Care

Patient Listing by State & County

Community Discharges

Pharmacy Utilization at Your Division

Discharges (SCI&DY

EBharmacy Utilization (Specifich at Your Division
ICD Code Search Pharmacy Utilization (Specifich at Your Division

Erosthetics Wtilization at Your Division

Patient Education Report

Eatient Summary Repart Prosthetics Utilization (¢ ificy at Your Division
Eeadmissions Report Radiology Utilization at Your Division [m] [m
n

Cover Sheet Registration Impairments Medical Complications Activities Participation & SWWLS Reports Admin Page
..

The Reports page contains reports sorted into the following groups:

Impairments and Medical Complications Reports

Cumulative Reports

Patient Listing(s) Reports

Filtered Reports

Custom Reports
Preformatted reports regarding impairments and medical complications, aggregate outcome reports, and
patient listings are on the left side of the Reports Tab. These preformatted reports require few or no
additional selections from the user once the report is selected. Select the report title to open the report.
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Reports in the Impairments and Medical Complications section contain no intermediary filters. For
reports in the Cumulative reports and Patient Listings, the application will provide the required or
optional parameters, such as start date and end date.

For the filtered reports, a report filters page displays first. This provides the user with an option of
filtering these reports. Filters allow the selection of specific portions of the population to be included in
the report while excluding all others. Refer to the section Filtered Reports in this manual.

The Cumulative, Patient Listing(s), Filtered, and Custom Reports may be converted to one of two
formats:

Comma Separated Values (CSV)
Excel

Select the format after the Export Options label by clicking on either CSV or Excel.

Export options: C5Y | Excel |

Custom Reports

Custom reports for the SCIDO population can be created using the Report Designer, located on the right
side of the Reports Tab. The Report Designer allows the user to select the criteria, format, and
information needed for a report. Custom reports output displays all applicable records within the filter
criteria.

To generate a custom report, first select a category and subject area of information to use in the report.
Then select specific attributes to print in the report or to use as filters or sorting criteria. Sorting
determines the order in which the rows of information occur. Filters allow the selection of specific
portions of the population to be included in the report while excluding all others.

For more information, refer to the section in this manual called Custom Reports.
Impairments and Medical Complications Reports

The following Impairments and Medical Complications reports provide information regarding diagnoses,
procedures, treatments, medications, laboratory results, radiological findings, and outcomes that pertain to
a specific health condition, status, or concern:

Influenza Diagnoses and Treatment

Influenza Immunizations

Pain Assessment and Treatment

Pneumococcal Immunizations

Pneumonia and Respiratory

Pressure Ulcer Report

Urinary Tract Infections
After the user has selected a date range for a report, information regarding the above topics is displayed
from other VistA applications. This information is display-only. The default is five years if another date
range is not selected.
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Two of the reports in the Impairments and Medical Complications section of the Tab provide summary
information for Veterans with SCI&D from the Resident Assessment Instrument—Minimum Data Set
(RAI-MDS):

RAI-MDS Quality Indicators Report
RAI-MDS Resource Utilization Groups

The RAI-MDS is used in all VA Community Living Centers (CLC) and VA Spinal Cord Injury (SCI)
Units surveyed under the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
Long-Term Care (LTC) standards. The standardized RAI-MDS has been shown to contribute to
improvement of care quality, nursing record documentation, and in resident cooperation and engagement.

The RAI-MDS Quality Indicators Report provides information for a specific patient on twenty-five
quality indicators derived from the Resident Assessment Instrument—-Minimum Data Set (RAI-MDS).
The default date for this report is the previous month. The user can also select a different month from the
dropdown for a report. Information regarding these twenty-five quality indicators is displayed if the
patient is in a Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Long-Term Care
(LTC) setting in the VA. Even though information may not be available for the specific patient, summary
information regarding these twenty-five quality indicators at both the regional and national levels will be
provided.

The RAI-MDS Resource Utilization Groups (RUG) Report provides information about resource
utilization groups, assessment activities of daily living, and RUG case mix index weights for all Veterans
at the SCI regional level. This information will be provided for Veterans with SCI in JCAHO Long-Term
Care Settings in the VA.

Cumulative Reports

Cumulative Reports produce statistical reports of Outcomes information across diagnostic categories,
based on user-selected range of care end dates. A definition of each row displayed in the reports is

provided in Appendix D.

Annual Evaluation Outcomes Report
Continuum of Care Inpatient Outcomes
Inpatient Rehabilitation Outcomes
Outpatient Rehabilitation Outcomes

Patient Listing(s) Reports

The following Patient Listing(s) Reports provide summary displays of information about patients either at
your medical center or throughout the SCI region depending on the settings chosen on the Administration
page when setting up the application. Some reports, such as the Inpatient/Outpatient Report and
Inpatient/Outpatient Specific report, may have slow response times.

Admissions (SCI&D) Report provides a list of SCI&D patients who have been admitted within
a user-specified date range. The list consists of admitted patients who are either in the SCIDO
application or who have been marked as SCI in the Patient file (i.e., field 57.4, "SPINAL CORD
INJURY™). This option is useful in highlighting patient records that are not yet in the SCIDO
application.

The Applications for Inpatient Care Report produces a report on applications for inpatient
care during a specific range of dates.

The Community Discharges Report provides a list of SCI&D patients who have been
discharged within a user-specified date range and discharge destinations. A discharge to
independent living (community discharge) rate is also calculated.
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The Discharges (SCI&D) Report produces reports on discharged patients for a user-selected
date range displaying discharge dates, discharge location, diagnosis codes, and other
information.

The ICD Code Search Report allows users to find patients in or out of the SCIDO application
who have one particular ICD code, have several ICD codes, or fall within a range of ICD codes.
The report searches the patients in the inpatient PTF file (#45) according to user-specified
admission dates and will include patients who have any of the specified inpatient ICD codes
This report has a 90 limit maximum for ICD Code items.

The Patient Education Report provides a list of SCI&D patients who have a date of onset
within a user-specified date range and a user-selected date range of educational sessions. This
report displays their completion of sixteen educational modules and calculates completion rates
for sixteen educational topics.

The Patient Summary Report provides basic registration information for either one patient or
all SCI&D patients. The value that displays in the SCI Level column corresponds to the ASIA
Neuro Level. The value that displays in the Extent of SCI column corresponds to Complete or
Incomplete from ASIA.

The Readmissions Report displays a list of SCI&D patients based on user-selected date range
of discharge dates. The number of readmissions to a VA Medical Center within thirty days of
discharge from an index hospitalization is displayed by medical center division and ward at time
of discharge.

Filtered Reports

Filtered reports allow the selection of specific portions of the population for review before the reports are
generated.

Filters are used to include only certain types of data in a report while excluding others. For example, the
user can restrict a report to only persons who are over the age of 65 and are > 70% Service - Connected.
No filtering is performed if a value is not selected for a filter. Filtered reports include:

Basic Patient Information Report displays the patient's Name, Social Security Number (SSN), Date of
Birth, Telephone Number, Street Address 1, Street Address 2, City, State, and ZIP Code.

Breakdown of Patients Report uses demographic categories to summarize characteristics of a
caseload of Veterans. This report may be limited to a specific time interval in addition to all the
standard filter options.

Current Inpatients Report displays those patients in the SCIDO application who currently have an
inpatient status. This report displays the patient’s Name, Last Four of the SSN, Ward, Admission

Date, Current Length of Stay, Fiscal Year to Date Length of Stay, Admission Diagnosis, Patient’s
Room and Bed.

Expanded Patient Listing Report displays the Patient Name, SSN, Home Telephone, Network Status,
Registration Status, Address (including county), Last AE Offered, Last AE Received, Eligibility,
Primary Care VAMC, Provider, Neuro Level, Etiology, and Date of Onset.

Patients with Future Appointments Report displays patients having future clinic appointments within
a user specified date range. The user may select SCI&D patients both from within and outside the
application. The report displays the appointment date and time, Clinic Name, Patient Name, and Last
Four Numbers of the SSN.

Follow-Up Last A.E. Received Report identifies patients who have not had an annual evaluation
within a specified period of time. The user will be prompted to select a period of time.
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Follow-Up (Last Seen) Report identifies patients who have not been seen for VA health care within a
specified period of time. The user will be prompted to select a period of time.

Inpatient Outpatient Activity Report produces reports on inpatient stays and outpatient stops and
visits over a specific range of dates.

NOTE: A "stop" is credited for each entry of a stop code. A "visit" is distributed among each stop
credited on a given date. A single visit with two stop codes credited shows as 0.5 visits for each
stop code. A total of 1.00 visits is given for outpatient activity on a given date. The "Number of
highest users to identify" refers to the number of patients that were the most active that should be
shown on the report.

Inpatient Outpatient Specific at Your Division Report displays information on patients who have used
specific inpatient or outpatient resources. For outpatient activity, the option indicates the number of
visits to the clinic STOP CODEC(s) specified during the indicated time period. The number of stays
and length of stay within a specific Specialty indicate inpatient activity. The user can select a date
range, specific clinics, specific bed sections, and select clinics and statistics and/or patient usage data.

Laboratory Utilization at Your Division Report summarizes laboratory use by patients in the
application over a selected date range.

Lab Utilization (Specific) at Your Division Report produces specific laboratory utilization displays
for patients in the application. The user is prompted to enter a Range of Dates, Laboratory Test
Names (can select up to 20 laboratory test names), and select specific laboratory tests and statistics
and/or patient usage data.

Mailing Labels Report produces information to produce mailing labels for patients in the application.
Mailing label information may be downloaded into an electronic spreadsheet that could be used with
mail merge functionality to produce formatted labels for specific mailing label products.

MS (Kurtzke) Measures Report displays MS (Kurtzke) Functional System Scale Scores (FSS) and
Expanded Disability Summary Scale Scores (EDSS) for selected patients. It also displays patient date
of birth (DOB) and social security number (SSN).

New SCI&D Patients Report lists SCI&D patients who have a recent registration date within a user-
selected registration date range. The report displays the patient’s Registration Date, Name, SSN,
Etiology, and VA SCI Status in the Patient File.

Patient Listing Report displays Patient Name, SSN, Date of Birth, Eligibility, Means Test,
Neurological Level, Primary Care Provider, AE Received, AE Next Due Etiology, and Date of Onset

Patient Listing by State and County Report provides basic patient information sorted by county and
state. Information displayed includes state, county, patient name, social security number, date of birth,
eligibility, means, neurological level, primary care provider, annual evaluation received date, annual
evaluation next due date, etiology, and date of onset.

Pharmacy Utilization at Your Division Report displays use of pharmacy medications and some
supplies for patients in the application. A user-selected date range, minimum number of fills to
display, minimum dollar cost of dispensed fills to display, the highest number of users to identify, and
the method for computing dollar costs are options for defining report parameters.

NOTE: the output may contain other medications in the report output if other fills are attached to
the patients within the time frame regardless of the medications selected on the filters page. If the
user wants to see only specific drugs in the report, the user must run the Pharmacy Utilization
(Specific) report.

Pharmacy Utilization (Specific) at Your Division Report displays use of a specific generic
medication name for patients in the application and displays the dollar cost of prescriptions. The user

May 2011 58



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

is prompted to enter a range of dates, select a generic drug name (can select up to 20 generic drug
names), and select specific medication fills and statistics and/or patient usage data.

Prosthetics Utilization at Your Division Report displays use of prosthetic devices and sensory aids for
patients in the application. A user-selected date range can be specified for generating the report.

Prosthetics Utilization (Specific) at Your Division Report displays use of a specific prosthetic device
or sensory aid for patients in your SCIDO application and displays the dollar cost of these items. The
user is prompted to enter a range of dates and select a prosthetic item, multiple items, or a range of
items (can select up to 20 prosthetic items).

The Radiology Utilization at Your Division Report has multiple sections showing the various
completed radiology procedures and their associated costs (if the cost data is present) during the user-
selected date range. Minimum number of procedures, minimum dollar cost of procedures, and highest
number of users to identify are also user-selected parameters for the report.
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Report Filters

The Report Filters page is used to select criteria for reports. After launching a filtered report from the
middle Filtered Reports section of the Reports page, the Report Filters page displays.

M Patient Search | Spinal Cord Injury and Disorders Qutcomes Logout |

N hame: SPINALCORD, SIXTEEN Date of Birth : 030411933 (73 yrs.) Meuro. Level: COG ASIAC Mext AE Due: 01/17/2007
SEN : 000-00-001 6 Education: PR Emplayment; LI Bladder Drainage: 5C Pressure Ulcer. 3

Report Filters

GUEKTIERE] 13TH & MISSION DOM (862BU) ﬂ InpatientVist  start Date: | = to End Date: |
CareVh j o o

ABERDEEN (438GD)

0081-0359-90 ﬂ
Medications S-HYDROXYTRYPTOPHAN
Age oungest: I to Oldest: I [Under ABACAVIRI0OLAMIVUDINET S0/Z0Y 300MG TAB j
Canstruction] — =
Start Date: _J to End Date: | _J
_ ACTIVE DUTY SEX TRAUMA - 524 ﬂ
Annual_ y_— e O_Ut_patlent ADMIN PAT ACTWVTIES (MASMOMNCT) - 674
Evaluation Start Date | _Jm End Date:l _J Visits [Under ADMITTINGISCREEMING - 102 |
Mext Due Canstruction] — —
Start Date: _J to End Date: | _J
Annual ﬂ Primary Care ﬂ
Evaluation Wi 13TH & MISSION DOM (BB2BL) i 13TH & MISSION DO (BE2BL
ABERDEEN (438GD) j ABERDEEM (438GD) j
Asia Prosthetics ADDITION TO LOWER EXTREMITY, LIMITED AMKLE MO ﬂ
Impairment CalCe ¢l bl E T Unknown [Under ALL LOWER EXTREMITY PROSTHESES, MULTIAXIAL AMKLEFOOT
Construction] MULTI-DUROMETER SYMES j

[~ American Indian or Alagka Mative [~ Asian [ ElBE: B ATIGET

i American
ﬁglfi‘mum Top Meuro. Level I to Lowest Neura. Level: I Race —— . —
ative Hawsaiian or Pacific
[~ White [~ Unknown or Refused

Islander
" Hispanic ar Lati " Unk
Cat f - ispanic or Lating nknawn
Inguegury o  Tetraplegia © Paraplegia Ethnicity
Jury " Mot Hispanic or Lating
Eause Registration " NatsCD [ 5CD-Not Currently Served
i  Traumatic ' Man-Traumatic Status
Jury 7 sco-Currently Served I Expired
Gounty State: County: | SCINetwork  (¥as [ ho
S ﬂ Service
Divisian T3TH & MISSION DOM (BE2ZBL o %Star‘t\."alue:l % Endvalue:l
ABERDEEM (438GD) j
TFA=Fall j
Etinlooy TSA = Sports Activity Sex C Male © Female
TVE = Wehicular
TVl =Violence j

= —1 | Tatal Fin SmallestChange:l Start Date: | _j
Fee Basis Start Date | _J 1o End Date:l _J — —
a Largest Change: I to End Date: | _J

Geographic X | " | .
Area Start Zip Code.l To End Zip Code: vital Status " plive © Dead

Hours ofHelp  LoW value: | StartDate: | = ~ Cwalk © Wheelchair © Both
Meeded - WalkiWheelchair _j _j
B High Value: | to End Date: | _J Start Date:l to End Date:l

Back | F'rintl Reset | Suhmitl

For filters with a dropdown, such as Primary Care VA, enter the first letter, and the system will go to that
alphabetical section. If a filter can have more than one criterion, to select more than one criterion at one
time, hold down the Ctrl Key and highlight all desired criteria. To select a range of criteria, select the first
criterion, hold down the Shift key, and make the final selection.

NOTE: The filter parameters selected on the Filters Page are displayed following the data in the report
output.
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The following filters are available:

Additional Care VA — Select the facility and facility number from the dropdown. Enter the first
letter of the facility and the system will go to that alphabetical section.

Age
Youngest
to Oldest

Annual Evaluation Next Due
Start Date
to End Date

Annual Evaluation VA — Select the facility and facility number from the dropdown. Enter the first
letter of the facility and the system will go to that alphabetical section.

ASIA Impairment - multiple selections are allowed. The ASIA Impairment Scale is filtered based
on most recent Non-Goal ASIA.

mo QW

Unknown

ASIA Neurological Level. The ASIA Neurological Level is filtered based on most recent Non-Goal
ASIA.

Top Neuro. Level

to Lowest Neuro. Level

Category of Injury

Tetraplegia

This filter selection returns records with Computed ASIA Neurologic Level is equal to CO1,
C02, C03, C04, C05, C06, C07, or CO8

Paraplegia

This filter selection returns records with Computed ASIA Neurologic Level equal to TO1,
T02, TO3, T04, TOS5, TO6, TO7, TO8, T09, T10, T11, T12, LO1, L02, LO3, L04, LOS5,
S01, S02, S03, S04, or SO5.

Cause of Injury
Traumatic
Non-Traumatic

County
State
County

Division — Select the division from the dropdown. Enter the first letter of the division and the
system will go to that alphabetical section.

Etiology — Multiple selections are allowed. Select the etiology from the following:
TFA = Fall
TSA Sports Activity
TVE = Vehicular
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TVI = Violence

TOT = Other (Traumatic)

TUN = Unknown (Traumatic)

NAD = Arthritic Disease or Cervical Stenosis
NIA = Infection or Abscess

NMN = Motor Neuron Disease

NMS = Multiple Sclerosis
NPM = Poliomyelitis

NSY = Syringomyelia

NTU = Tumor

NOT = Other (Non-Traumatic)

NUN = Unknown (Non-Traumatic)
NTV = Vascular

Fee Basis
Start Date
to End Date

Geographic Area
Start Zip Code (Five Digits)
to End Zip Code (Five Digits)

Hours of Help Needed (from the CHART-SF)
Low Value to High Value
Start Date to End Date

Inpatient Visit
Start Date
to End Date

Medications (Under Construction) — Select the medications from the dropdown. Enter the first letter
of the medication, and the system will go to that alphabetical section.

Start Date

to End Date

Outpatient Visit (Under Construction) — Select the Outpatient Clinic(s) from the dropdown. Enter
the first letter of the clinic name, and the system will go to that alphabetical section.

Start Date

to End Date

Primary Care VA — Select the facility and facility number from the dropdown. Enter the first letter
of the facility, and the system will go to that alphabetical section.

Prosthetics (Under Construction) —Select the prosthetics item(s) from the dropdown. Enter the first
letter of the prosthetic item, and the system will go to that alphabetical section (CPT code and or
Description).

Race — Multiple selections are allowed from the following:
American Indian or Alaskan Native
Asian
Black or African American
Hispanic or Latino
Native Hawaiian or Pacific Islander
White
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Unknown or Refused

Ethnicity
Hispanic or Latino
Not Hispanic or Latino
Unknown

Registration Status — Multiple selections are allowed
Not SCD
SCD — Currently Served
SCD — Not Currently Served
Expired

SCI Network
Yes
No

Service Connection
% Start Value
% End Value

Sex
Male
Female

Total FIM Change
Smallest Change
Largest Change
Start Date
To End Date

Vital Status
Alive
Dead

Walk/Wheelchair (Under Construction) — Select one button from Walk, Wheelchair, or Both.
Start Date
to End Date
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Administration and Information Resource Management

Administration Tab

The Administration Page provides the functionality to

View patient identity values and acquire a national Integration Control Number (ICN)

e View user roles and record access permissions

e Activate or inactivate patient status

e Import patient records from the national database
e Activate or inactive Episodes of Care

e Activate or inactivate patient assessments

[ )

L

Add or delete SCI, Multiple Sclerosis (MS), and application support mail groups

e View medical centers in SCI regions (also known as catchments)

“f Nama: SPINALCORD, SITEEN Deate of Births : DL04M 333 (T2 wve ) Nawro. Livel COS AIAC N AE Duse: OUAT2007 | 2]
S3H 000-00-0018 Educabion: FiR Empigymnent UL Bladder Drainage: 5C Passurg Liker, 3
Usar Rolas Patient Infarmation Mamagsment System Infarmation W amage ment
| Pasera D 44210828 Patieri Status: ACTIVE Ml G ooty Maaaglewvit
Inasctreate I Imipart ] Actrals | "Group Typs Appbication Suppod - Submi I
= Group Addness
Episodees OF Cate e sames: |
LA DNN USEE GUI hdrein - Gl oup Type Group Rddress
: 7 oo Paplication Supgor APPSUPPCRTONE | 1§

v Mutipte Sclergss (WS} M3 OME ﬂ
E":Jif'llﬂiﬂﬁ!i.USER e H] =] OMNE B ]

R Sl Fiasgbon Dedinition

in
SCIRegion Name:  SC1RED Region

kTR0 LISER G ::ﬂ“ Assessments

Chas, i CHETENME WAMC (443)

Adrin | Assessmeni| Duie | Cure Typa | 5% ACHEYENME VAN (983
ECIEM.USERGUT  IRM | Trpe CyTON, OH VMG (984)
CCTRESEARTHERSER, Cratphend -

R TR0 L =
an i e Fabbilca | [PAETVE

| | [
Patient Kentiy Valuss
- DFM 10828 CHEYEMME VAMC (442}
e | = LOCAL_ICH (1003008401  |CHEYENMME VAMC (442}
Acipare Matiorsl IEN |
Cioenr Shewt Registralion Irepaimments Medical Comglcations Acimitins Participation & SWLS Reporis Admin Page |

NOTE: In order to access the Administration Page, the user must be assigned the role of Administrator.
Users may have roles of clinician, administrator, or researcher. Another role of IRM is for an
information resource management role, described in the IRM section. When a user with an
administrator role accesses the application, an additional tab labeled Admin is located in the
footer of the application to permit access to Administrator functions.

User Roles and Record Access

The application displays user roles and system access to records for either the local institution or the
entire SCI region. User roles and system access are defined in VistA. Roles and access are assigned
through VistA File 200, the “New Person” File. The Automated Data Processing Applications
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Coordinator (ADPAC) can modify the user’s SCIDO profile in VistA File 200. The ADPAC will need to
know whether the user has the role of a clinician, administrator, or researcher. Most SCI Coordinators at
SCI Primary Care Teams need to be assigned the role of administrator (which includes the capabilities of
the Clinician role). Research access is limited to those who have an approved VA research project and
approval from an Institutional Review Board (IRB).

Regional or Institutional View

The user can request from an ADPAC either an institutional or regional view of information. An
institutional view is recommended to improve response time. Users should note that access to the SCI
region may provide a more comprehensive view of patient status and the SCI&D population. However,
response times may be slower. An institutional view is recommended for most clinicians.

User Roles

The application allows a user to access the application and to work within an assigned area of the
application. Valid roles are Clinician, Administrator, Researcher, and IRM.

Role Access

Clinician Clinicians who have clinical privileges to create, modify, display, store, and
sign patient information into the computerized patient record system
(CPRS).

Administrator Individuals who have SCIDO application management permissions for

identifying mail groups and deleting records (SCIDO Coordinators, CACs,
ADPAC:, etc.). The administrator role includes Clinician role capabilities.
Researcher Researchers are provided limited access to aggregate patient data only
(national access only).
Researchers are allowed to query and generate reports from the national
SCIDO database after they have documented they have an approved VA
research project, approval from an Institutional Review Board, and an
approved Data Transfer and Data Use Agreement from VHA Patient Care
Services.

IRM The Information Resource Management (IRM) role allows modification of
the SCIDO application, such as being able to add or delete medical centers
from SCI regions, modify regional attributes, perform database seeding,
perform a national or regional audit, and monitor system activity.

SCI Region List of Institutions

SCI regions (also known as catchments) include SCI centers and associated SCI primary care team
facilities. Institutions belonging to the SCI region are displayed by Number and Name. A user with
Admin permission can view the medical centers within their region, but only the IRM can add or delete
medical centers from the SCI Region list on the IRM page. Refer to the section on the IRM tab.

Import Patient Records

A SCIDO Administrator may import patient records from the national database. This function is useful
for patients who relocate to or from an area. The patient’s records may not be available at the current
location, so the Administrator is asked to import their records. This function imports all SCIDO records
for a patient.
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Import Patient Records
Before this procedure starts, you have already navigated to the correct patient record and the Admin Tab

page.

The patient ID and Patient Status (Active or Inactive) is displayed in the Patient Information
Management section of the Admin page.

Select the Import button to import the patient’s records from the national database.

A message is displayed asking if you are sure you want to import the current patient from the
national SCIDO database. The system displays OK and Cancel options.

Select the OK button to continue the import process.

If the system matches at least one record to the SSN, a window labeled “Import Patient from
National SCIDO Registry” displays the Patient Name, SSN, Institution, Status, and Date of
last Review.

M_ Patient Search Spinal Cord Injury and Disorders Qutcomes Logout
N Name: SPINALCORD MINE Drate of Birth : 08/24/1933 (T3 yrs) Meurn. Level: S04 ASIA D MNext AE Due: 09r28/2006
55N ; 000-00-0009 Education: LH Emplayment: LI Bladder Drainage: 1C Pressure Ulcer:

Import Patient from National SCI Registry

Select Patient Name SSN Institution Status Date of L ast Review

O SPINALCORD,MINE a0o00oaong CHEYEMMNE YAMC (442) ACTIVE 07M7iz006

Cancel | Resell Submit | HeIpI

Select the button in the Select column by the patient name whose records you want to import
and select the Submit button to request the import process for this patient’s records to
continue.

The system displays a message “The local SCIDO has been updated with the selected
patient’s information.”

Select the OK button.

Activate or Inactivate a Patient’s Status

A SCIDO Administrator may activate or inactivate a patient’s status locally. This function is used for
patients who relocate to or from the SCI region. Activation of a Veteran’s status indicates a non-deleted
status. When a Veteran’s status is inactivated, medical information for the Veteran will not be displayed
or included in SCIDO application reports for that institution.

Activate a Patient within the SCI institution
Before this procedure starts, you have already navigated to the correct patient record and the Admin Tab

page.

wok e

The application displays the Administration page with the patient’s ID and Patient Status
displayed in the Patient Information Management section.

Select the Activate button.

The system asks, “Are sure you want to activate the current patient?”

Select the OK option.

The patient’s status is displayed as “Active.”

Inactivate a Patient within the SCI Institution
Before this procedure starts, you have already navigated to the correct patient record and the Admin Tab

page.
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1. The Administration page with the patient’s ID and Patient Status displayed in the Patient
Information Management section.

Select the Inactivate button.

The system asks, “Are sure you want to inactivate the current patient?”
Select the OK option.

The patient’s status is displayed as “Inactive.”

v WD

Activate or Inactivate Episodes of Care

A SCIDO Administrator may cautiously activate or inactivate a patient’s episodes of care. This can be
useful when records are initially migrated or after patients imported records have time conflicts between
records. Activation or inactivation of episodes of care should be done with great caution as problems can
be created for assessments.

When an episode of care is inactive, it will no longer be displayed on the Episodes of Care Management
page. To active or inactive an episode of care, select the Window Expander icon, and a new window is
displayed with a list of episodes of care for the patient. Select the Active or Inactive from the dropdown
by the episode of care and select the Submit button to submit the information.

The SCIDO system prevents activating overlapping EOCs by displaying the following message: “Episode
of Care overlap detected. Changes were not saved.”

Activate or Inactivate Assessments

A SCIDO Administrator may activate or inactivate a patient’s assessments within an SCI facility.
Inactivation is used to inactivate erroneous records that cannot be appropriately modified through the
assessment editing process.

To activate or inactivate an assessment, select the Window Expander icon 5 next to the Assessments
field, and a new Window opens with a list of assessments for the patient:

Azgessment History

m
T\'pe

Chatpatient
ETIE Q11772006 Fehehilitation .ﬂ-.CTI“-.f’E
ATIDIT 040172004 | Annual Fraluation | UH IACTIVE "I
CAGE  |o1n7i00s |Supatie st |[acTvE =]

Fehabilitation

Select the Active or Inactive from the dropdown by the assessment and select the Submit button to submit
the information.

The system displays all assessment summary information for the selected patient as contained in the local
SCIDO, sorted alphabetically with the ASIA first in Record Date order from the most recent to the most
remote.

Acquire National Integration Control Number (ICN)

The Administrator selects the Acquire National ICN button to acquire an Integration Control Number
(ICN) from the Master Patient Index (MPI) Service for the selected patient at the national level. After this
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option is selected and the OK button selected, the System displays a message: “A request has been sent to
the Master Patient Index (MPI) to assign a National ICN. Check back in a few minutes to see if it has
been assigned.”

The System sends a query to MPI for a national ICN, which will be used to link patients to their records
across VHA systems, the Master Patient Index (MPI/PD) at the national database, and across regions
within SCIDO. The system will display the national ICN after a few minutes in the Patient Identity
Values section as a Type, which is a GLOBAL ICN. The Value is a unique number in MPI. The
institution is the institution that the Administrator is logged into and at which the patient is registered.

Patient ldentity Values

e | vawe | msttuon |

DFM 14075 CHEYEMME VAR (442
LOCAL_ICH 1003893509 CHEYEMME WARMC (442

Acquire Mational 1CH |

Establish or Remove Mail Groups

A SCIDO Administrator can modify, add, or delete mail groups. If a site wants to be able to notify a
specific group when patients with SCI or MS are admitted or discharged, VistA mail groups can be
created for that purpose. Only the names of VistA mail groups should be entered since other e-mail
systems are not HIPAA or Privacy Act compliant. There are three types of e-mail groups that can be
entered: SCI Notification Mail Group(s), MS Notification Mail Group(s), and SCIDO Application
Support Group(s).

Mail Group Management

*Group Type: |App|icatinn Supportt j Subrnit |

*Group Address: |

Group Type Group Address
Application Support AFF SUIPPORT OME II
hultiple Sclerosis (M3 (M5 OME II

SCl SCIONE II

Mail Group Management Section of the Administration Page

To add an SCI mail group, select the group type from the dropdown, enter the group address, and select
the Submit button. The group address must be entered correctly since no matching or global directory
functionality exists. The same process is done to add a Multiple Sclerosis (MS) or Application Support
mail group.

To remove a mail group, select the Trashcan icon in the Delete column for that mail group.

SCI Region Definition

The SCI Region Definition section displays the SCI Region name and a list of the institutions (by name
and number) that belong to that region. This information can only be viewed. Refer to the Information
Resource Management (IRM) section for information on how SCI regions are defined.
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SCIRegion Definition
SCIRegion Mame: SCIRE&D Redion

CHEYEMME WAMC (442)
CHEYEMME WAMC (553)
DAYTOM, OH WVAMC (9543
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Information Resource Management (IRM) Page

The Information Resource Management (IRM) tab allows a user with the IRM role to modify regional
attributes, add or delete medical centers from their SCI region, perform a national or regional update, and
monitor system activity. This section provides a brief description of the IRM capabilities.

The functionality exists on this page to update the region based on data for the specific region in the
National Repository or to update the National Repository based on data for the specific region held in the
local repository.

WARNING: a reverse seeding has the potential to overwrite data at the National level and this action
should be coordinated.

Spinal Cord Injury & Disorders Outcomes IRM Area
Regional Attributes Regional Institutions
Region Name Seattle SCI Catchment Area -Submit . v P
Regional DS Endpoint [6635C1 :Cr]::;uet‘;:rJNDl Narme:
Mational DS Endpoint | 2005CI DUZ Code:
P Application Name |MPIFAUSTIN.MED.VA. GOV
b atabaes version
PUGET SOUND HCS (663) jlsci_663 ]
WHITE CITY VAMC (602) jlsci_692 o
AT ASKA VAHSRO (463) jlsci_463 juj
MONTANA HCS (436) jlsci 436 o
SPOXANE VAMC (668) jlsci_668 juj

Audit Log ] [ Regional/National Update ] [ Locking Detail

Done %J Loral intranet H100% -

Regional Attributes

IRM/ISS/ITC staff may modify the SCI region by specifying regional and national endpoints, the MPI
Application Name, and Database Version. Great care should be exercised in modifying these parameters
since it is likely to have profound effects on the functionality of the SCIDO application and regional
versus institutional views of information for the users.
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Regional Institutions

SCI Regions (also known as catchments) include SCI centers and associated SCI primary care team
facilities. Institutions belonging to the SCI region are displayed by Number and Name. Only an IRM can
add or delete medical centers from the SCI Region list.

Monitor System Activity
An IRM may monitor system activities, which include the following:

Record locks
Audit log report (list of persons who have entered or edited information within the application)

Record Locks

IRM/ISS/ITC staff can view details about the system, such as which patient records are being viewed by
users, and which user has Assessment or Episode of Care (EoC) locks on patients’ records by selecting
the Locking Detail button. In the example shown below, a user (USER Gui SClclinician) is adding an
assessment for the patient SPINALCORD, NINETEEN, so a record lock is created so that other users
may not add assessments for that patient as long as another assessment is in the process of being created.

SCI' WEB Locking and Patient Use Detail

EOC Locks

User Name Patient Name (# ohservers) User NamePatient Mame Lock Date/Time User Name Patient Name Lock Date/Time
ser Gt Scichnician SPINATCORD NINETEEN (1) ser Gui Seiclnician SPINALCORD NINETEEN 06/0%/2006 15:22:51
ser Ot Seiclimetan SPINAT, CORD PTONE(L)
ser Gui Sctadmin  SPINALCORD FIVE(T)
ser Gut Scachmcian SPINATCORD TWENTY(1)

Audit Log Report

The Audit Log Report allows IT staff to report information about the SCIDO system at the local division.
IT staff can create reports to display user data, such as how many assessments have been created and who
has entered or modified an assessment for a particular patient or for all patients during any time period.
For example, it can determine by date and time, which users logged in to or out of the system.

Audit Log Report

Begin Date:l =] Time:l
End Date: | ___H—I Time:l

PatientID: |
UseriD: |
Login N
Logout
Mew Registration
- Update Registry
AT Mew Assessment
Update Assessment
Mational ICH Assignment
MFI Werge -
Subject |

Elac:kl Cancel | Reset | F'rintl Subrnit |

Please complete the above report parameters and click the Submit button to display the report
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National/Regional Update

IT staff can synchronize data between the regional database and the national database by using the
National/Region Update button. IT staff can choose to either update the regional database based on data
for this region in the national database or update the national database with information from the regional

database.

NOTE: A valid email address must be entered for completion of notification. Entering an invalid address
will cause the system to notify the user that the format is invalid.

Choose Operation to Perform

& Update Eegion based on data for this Eegion n the MNational Eepository
& Update National Reposttory based on data for this Eegion held i the local reposttory

* Email Address: | for cormpletion notification

Elac:kl Cancel | Reset | Submit |
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Appendix A: Definitions and Acronyms

Definitions

Term Definition

Assessment An instrument, measure, or other survey in the SCIDO application, such as the
CHART-SF or the ASIA, after it has been completed and contains patient data

Audit Trail A history of the changes made to a record including the name of the user who
made the change

Division A subunit of the institution list.

Institution A hospital with or without subdivisions.

Instrument A measurement form or questionnaire that is used to evaluate a patient’s
impairments, medical complications, activities, participation, or satisfaction
with life. The instrument does not contain data, but is used to capture data
specifically related to one patient at a specified point in time

MH Assistant Mental Health Assistant

Outcomes Documented results or changes in patient’s performance and conditions in

relation to the interventions or services used

Thin-client

A simple client program, which relies on most of the function of the system
being in the server, usually the Web browser in a Web domain

User An Administrator, a Clinician, or a Researcher who uses the application
VistA Veterans Health Information System and Technology Architecture
VistA MailMan VistA’s electronic mail system
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Acronyms

Acronym Definition

ADPAC Automated Data Processing Application Coordinator

ASIA American Spinal Injury Association

AUDIT Alcohol Use Disorders Identification Test

BMI Body Mass Index

CAGE Brief alcohol disorder assessment instrument (CAGE is not an acronym)

CARF Rehabilitation Accreditation Commission previously known as Commission on the
Accreditation of Rehabilitation Facilities

CES-D Center for Epidemiologic Studies Depression Scale

CHART-SF Craig Handicap Assessment and Reporting Technique — Short Form

CCOW Clinical Context Object Workgroup

CCR Computerized Clinical Reminder

CPRS Computerized Patient Record System

CPT Current Procedural Terminology

VS Vital Signs

DAST Drug Abuse Screening Test

DBIA Database Integration Agreement

DUSOI Duke Severity of Illness

DUSOI-A Duke Severity of Illness Analog Scale, an instrument that is faster to complete than
the DUSOI, but provides fewer details

FAM Functional Assessment Measure

FIM Functional Independence Measure

GUI Graphical User Interface

HCPCS Healthcare Common Procedure Coding System

HL7 Health Level Seven (standard for electronic data exchange/messaging protocol)

HSD&D Health Systems Design and Development

HTTP HyperText Transfer Protocol

HTTPS HyperText Transfer Protocol Secure

ICN Integration Control Number

IE Internet Explorer

IEN Internal Entry Number

JCAHO Joint Commission on Accreditation of Healthcare Organizations

Kurtzke EDSS | Kurtzke Expanded Disability Status Scale (used for Multiple Sclerosis)

Kurtzke FSS Kurtzke Functional Systems Scale (used for Multiple Sclerosis)

LOINC Logical Observation Identifiers, Names, and Codes

MNFM Medical Needs and Function Modifiers

NOIS National Online Information System
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Acronym Definition

PCE Patient Care Encounter

PIMS Patient Information Management System
PRIME-MD Primary Care Evaluation of Mental Disorders
PSL Person Service Lookup

PTF Patient Treatment File

PUSH Pressure Ulcer Scale for Healing

SCD Registry | Spinal Cord Dysfunction Registry

SCI&D Spinal Cord Injury and Disorders

SCIDO Spinal Cord Injury and Disorders Outcomes Application
SF-8 SF-8 Health Survey

SF-MPQ Short Form McGill Pain Questionnaire

SRS Software Requirements Specifications

SSO Single Sign-On

SWLS Satisfaction with Life Scale (Diener’s)

TBI Traumatic Brain Injury

TCP/IP Transmission Control Protocol/Internet Protocol
TIU Text Integration Utility

VA Department of Veterans Affairs

VHA Veterans Health Administration

VISN Veterans Integrated Service Network
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Appendix B: Copyright Information

ASIA: Reproduced with permission from the American Spinal Injury Association. Copyright © 2003
American Spinal Injury Association (ASIA). All rights reserved.

AUDIT: Reproduced with permission from the World Health Organization. Copyright © World Health
Organization, Geneva.

CAGE: In the public domain from JA Ewing, ‘Detecting Alcoholism: The CAGE Questionnaire’ JAMA
252:1905-1907, 1984.

CES-D: Reproduced by permission. Copyright © 1977 West Publishing Company/Applied Psychological
Measurement, Inc.

CHART-SF: Reproduced with permission from Craig Hospital Research Department. Copyright © 1988,
1992, 1996 Craig Hospital.

CYH: Reproduced with permission from the University of Montana Rural Institute: A Center for
Excellence in Disability Research, Education and Services. Copyright © 1990 University of Montana
Rural Institute.

CYH - Secondary Conditions: Reproduced with permission from the University of Montana Rural
Institute: A Center for Excellence in Disability Research, Education and Services. Copyright © 1990
University of Montana Rural Institute.

DAST: Reproduced or adapted with permission from the Centre for Addiction and Mental Health.
Copyright © 1982 Centre for Addiction and Mental Health.

DUSOI: Used and reformatted with permission of Duke University. Copyright © 1993 Duke University
Office of Science and Technology.

DUSOI-A: “Used and reformatted with permission of Duke University. Copyright © 1993 Duke
University Office of Science and Technology.

EDSS: Reproduced with permission from John F. Kurtzke, M.D. Copyright © 1983 John F. Kurtzke,
M.D.

FAM: Reproduced with permission from Karyl Hall, Ed.D. Copyright 1995 © Santa Clara Valley
Medical Center.

FIM™ [nstrument: Reprinted with the permission of Uniform Data System for Medical Rehabilitation
and Carl V. Granger, M.D. Copyright © 1993, 2001 Uniform Data System for Medical Rehabilitation,
UB Foundation Activities, Inc. FIM is a trademark of the Uniform Data System for Medical
Rehabilitation, a division of UB Foundation Activities, Inc.

FSS: Reproduced with permission from John F. Kurtzke, M.D. Copyright © 1983 John F. Kurtzke, M.D.
MNFM: In the public domain. No copyright is claimed in government works.

PRIME-MD: Reproduced with permission to use the two-question depression screening instrument from
Mary A. Whooley, M.D. PRIME-MD ® is a registered trademark of Pfizer Inc. Copyright © 1999 Pfizer
Inc.

PUSH: The Pressure Ulcer Scale for Healing (PUSH Tool v. 3.0) is reprinted with permission from the
National Pressure Ulcer Advisory Panel (NPUAP). Copyright © 2003 NPUAP.

SF-8: Reproduced under License from QualityMetric, Inc. SF-8™ Health Survey © 1999, 2000 by
QualityMetric Incorporated. All rights reserved. SF-8™ is a trademark of QualityMetric Incorporated.
*Item 2b is not part of the SF-8™ Health Survey.
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SF-MPQ: Reproduced and reformatted with permission from Ronald Melzack, Ph.D. Copyright © 1987
Ronald Melzack.

SWLS: Reproduced with permission from Ed Diener, Ph.D. Copyright Ed Diener. Placed in public
domain by Ed Diener.

May 2011

77



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

Appendix C: Instruments and Forms

Appendix C provides information about SCIDO instruments (Assessment Entry Forms) and two patient
information forms.

NOTE: All assessments that allow the user to edit or view history always displays the most recent
assessment first in the History List

The following twenty instruments are described in this section:

American Spinal Injury Association Standard Neurological Classification of Spinal Cord Injury (ASIA)
Alcohol Use Disorders Identification Test (AUDIT)

Body Mass Index (BMI)

CAGE

Center for Epidemiologic Studies Depression Scale (CES-D)

Craig Handicap Assessment and Reporting Technique Short Form (CHART-SF)
Check Your Health (CYH) and Secondary Conditions

Drug Abuse Screening Test (DAST)

Duke Severity of Illness (DUSOI) Checklist

Duke Severity of Illness Analog (DUSOI-A) Scale

Functional Assessment Measure (FAM)

Functional Independence Measure (FIM)

Kurtze Expanded Disability Status Scale (EDSS)

Kurtzke Functional Systems Scale (FSS)

Medical Needs Function Modifiers (MNFM)

PRIME-MD Depression Screening

Pressure Ulcer Scale for Healing (PUSH)

Satisfaction with Life Scale (SWLS) (Diener’s)

SF-8 Health Survey

Short Form McGill Pain Questionnaire (SF-MPQ)

The following two patient information forms are described in this section:

Registration Ancillary Data Entry Form
Patient Education Form
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American Spinal Injury Association (ASIA)

The ASIA instrument is derived from the American Spinal Injury Association Standard Neurological
Classification of Spinal Cord Injury. The ASIA uses the findings from the neurological examination to
classify injury types into specific categories. These categories allow clinicians to identify and classify
different injuries and degrees of spinal cord damage. The ASIA Spinal Cord Injury Classification
approach is the internationally accepted standard for spinal cord injury classification and has been
adopted by most major organizations associated with spinal cord injury. This has resulted in more
consistent, worldwide terminology used to describe the findings in spinal cord injury.

Before completing an ASIA Classification, clinicians should have completed professional training
regarding its use. ASIA has offered its Neurological Classification Teaching Package since 1994.
Recently, the Neurological Standards Committee completed an extensive revision of the manual, and a
new version is available.

The ASIA also provides a companion graphic that shows dermatomes. Dermatomes are characteristic
areas of the body surface from which each nerve root receives sensory input. Each dermatome on the
diagram corresponds to a neurological level on the ASIA form.

Refer to the Reference Manual for the International Standards for Neurological Classification of Spinal
Cord Injury.

To launch the ASIA instrument, select the 4S/4 button in the Assessment Entry Forms area of the
Impairments page.

For the ASIA instrument to be calculated and saved, the following fields, other than Record Date, Care
Type, and Score Type, require values.

Neurological Level - four fields [Sensory (R), Sensory (L), Motor (R), Motor (L)]
Complete/Incomplete (Extent of Injury — Incomplete = Presence of any sensory or motor
function in lowest sacral segment)

ASIA Impairment Scale field.

NOTE: However, if one or more of the Motor Key Muscle fields or Key Sensory Point fields

have been completed, then completion of all these fields is required.

To enter data into any of the Motor Key Muscle fields or Key Sensory Point fields,

complete all the remaining ASIA fields to submit the instrument

NOTE: The care types of Inpatient Rehabilitation, Outpatient Rehabilitation, or Continuum of Care -
Inpatient are used if there is an Episode of Care associated with the assessment. Refer to the
Episode of Care section of this manual for further information.

Many outcome reports, benchmarks, and other SCIDO information are dependent on an accurate ASIA
classification. Therefore, it is strongly recommended that ASIA information be entered before other
information in an Episode of Care.
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Within the SCIDO application, the ASIA appears as follows:

American Spinal Injury Association (ASIA) Standard Neurological Classification of Spinal Cord Injury Form

* Record Date:

Care Start Date:
* Score Type:

ASIA Impairment:

Mame: SPINALCORD FOURTEEM
Division: 442

" Care Type: | j
Scare: ID—
Meurological level: I—

[oantaons | [
=

b
I_I e

SENSORY

Key Senson Foints

MOTOR Light  Pin
Touch FPrrick
3L Key Musecles RoOL R L |o=absent
= cz I_I_ I_I_ 1 = impaired
o 3 2= normal
c4 I_I_ I_I_

C5

CE

c7

I_ I_ Elbow flexars
I_ I_ irist extensors
I_ I_ Elbow extansors

Finger flexors (distal phalanx of middle

) I_ finger

1 |_|_ Finger abduetsrs (Iitls fingen)

T2

T2 0 = total paralysiz

T4 1= palpable orwvisible
contraction

T8
2= active movement, gravity

TG eliminated

77 2= active movement, against
gravity

T8 . .
4= ative movement, against

9 some resistance

T10 & = active movement, against
full resistance

T11

T12 NT = not testable

L1

Lz I_I_ Hip flexars

L2 I_I_ Knee extenszors

L4 I_ I_ Ankle dorsiflexors
LS I_I_ Long toe extensors
S I_I_ Ankle plantar flexors

ca I_I_ I_I_ NT = not testable
= T O
o O T
o O O
= O [
n O O
= O [
= O O
O O
= O O
» O O
» O O
= O O
» O O
w1
I

e [

: = [T [T
= Any anal sensation
345 Woluntary anal contraction o ez * Mo S45|_|_ I_I_ c es o Ho
[o7+fo" = [0 PN PRICK SCORE (max 112)
TOTALS o [o -fo " MOTORSCORE  ToTALs o+ [u = [0 LIGHT TOUCH SCORE ~ (max 112)

(MAXIMUM)

The most caudal segment with normal function

Sensony

hiotar

(503 (500 (100% (MAXIMUM) (56) (56) (56)(56)

* Neurological Level * Complete or Incomplete?

Incomplete = Presence of any sensany or motor function in lowest
zacral segment

Complete © Incomplete

1 [
1 [

* ASIA Impairment Scale

Sensony

Motar

Zone of Partial Preservation

Caudal extent of partially innervated segments

1 [
1 [

-
Reprod d with p iszsion fram the i Spinal Injury Association. Copyright @ 2003 American Spinal Injury Association (AS1A). All ights reserved.
Backl Prim| Blank Farms Cancel | Reset' Calculate I Submit | Help|
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ASIA Instrument Fields

Neurological Level
For the Neurological Level field, the valid responses are as follow:

C01 = Cervical 01 TO8 = Thoracic 08
C02 = Cervical 02 TO09 = Thoracic 09
C03 = Cervical 03 T10 = Thoracic 10
C04 = Cervical 04 T11 = Thoracic 11
C05 = Cervical 05 T12 = Thoracic 12
C06 = Cervical 06 LO1 = Lumbar 01
C07 = Cervical 07 L02 = Lumbar 02
C08 = Cervical 08 LO3 = Lumbar 03
TO1 = Thoracic 01 L4 = Lumbar 04
T02 = Thoracic 02 LO05 = Lumbar 05
T03 = Thoracic 03 S01 = Sacral 01
T04 = Thoracic 04 S02 = Sacral 02
TO5 = Thoracic 05 S03 = Sacral 03
TO6 = Thoracic 06 S04 = Sacral 04
T07 = Thoracic 07 S05 = Sacral 05

UNK = Unknown

Complete or Incomplete
Select Complete or Incomplete to denote any sensory or motor function detected in lowest sacral segment.

ASIA Impairment Scale

For the ASIA Impairment Scale, select one of the following options listed in the dropdown:

A = Complete: No sensory or motor function is preserved in the sacral segments S4—
Ss.
B = Incomplete: Sensory but not motor function is preserved below the neurological

level and includes the sacral segments S4-S5.
C = Incomplete: Motor function is preserved below the neurological level, and more

than half of key muscles below the neurological level have a muscle grade
greater than or equal to 3.

D = Incomplete: Motor function is preserved below the neurological level, and at
least half of key muscles below the neurological level have a muscle grade
greater than or equal to 3.

E = Normal: Sensory and motor functions are normal.
UNK = Unknown.

After all mandatory information has been entered, select either the Calculate or Submit button. After
selecting Calculate, the ASIA instrument calculates and provides the Neurological Level and ASIA
Impairment score in the header of the instrument.

On the Impairments Tab in the ASIA Scores/Date (history) field, ASIA scores, record date, and score
type are displayed for the most recent ASIA assessment. Select the ASIA Scores/Dates history dropdown
to view a listing of the scores, record dates, and score types for all ASIA assessments. You can view (and
edit) an individual ASIA assessment by selecting one of the assessment history lines

[For scoring information, refer to the ASIA Scoring Algorithm or to the ASIA Manual.]
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Alcohol Use Disorders Identification Test (AUDIT) Instrument

The AUDIT instrument is derived from the World Health Organization’s Alcohol Use Disorders
Identification Test and provides questions about a person’s alcohol use. The AUDIT was developed by
the World Health Organization to identify persons whose alcohol consumption may become hazardous or
harmful to their health. The AUDIT is a ten-item screening questionnaire with three questions on the
amount and frequency of drinking, three questions on alcohol dependence, and four questions on
problems caused by alcohol.

In most cases, a CAGE assessment is completed before the AUDIT. This allows a shorter screening
process. Based on the CAGE score, the clinician may follow up with the AUDIT to gather more
information about possible alcohol use and abuse. Refer to the CAGE Instrument section of this manual
for more information.

The Alcohol Use Disorders Identification Test (AUDIT) assessment form may be accessed from the
Assessment Entry Forms area of the Impairments tab.

Within the SCIDO application, the AUDIT appears as follows:

Alcohol Use Disorders Identification Test {AUDIT) Form 4
Marne: SPINALCORD SIXTEEN * Record Date: |—_j
Division: 442
" Care Type: | j Care Start Date: I—;[
Score: ID— * Score Type: l—;l
* 1. How often do you have a drink containing alcahol? | j
2. How many drinks containing alcohol do you have on a typical day when you are drinking? I—;I
3. How often do you have six or mare drinks on one occasion? l—;l
4. How often during the past year have you found that you were not ahle to stop drinking once you had started? l—;l
4. How often during the past year have you failed to do whatwas normally expected of you because of drinking? l—;l
6. How often during the past year have you needed a first drink in the marning to get yourself going after a heawy drinking session? l—;l
7. How often during the past year have you had a feeling of guilt ar remaorse after drinking? l—;l
8. How often during the pastyear have you been unable to remember what happened the night hefore because you had heen drinking? l—;l
* 9 Have you or someone else been injured as a result of your drinking? | j
* 10. Has a relative or a friend or a doctor or other health worker been concerned about your drinking or suggested that vou cut down? | j
Reproduced with permission fram the World Health Organization. Copyright @ Werld Health Organization, Geneva.
ﬂlm Blank Forms | Cancel | Reset ”ml Submit |ﬂ|

Select the most appropriate answer from the dropdown for each question. For the AUDIT instrument to
be calculated and saved, the following fields, other than the header fields, require values.

Questions 1 through 10 (If the answer to Question 1 is Never, the evaluator can skip to
Questions 9 and 10).

NOTE: The Care Types of Inpatient Rehabilitation, Outpatient Rehabilitation, or Continuum of Care -
Inpatient are used if there is an Episode of Care associated with the assessment. Refer to the
Episode of Care section of this manual for further information.

AUDIT Form Scoring
If the AUDIT Total Score is 8 or more, then the following is displayed:

“A score of 8 or more indicates a strong likelihood of hazardous or harmful alcohol consumption. Please
consider referral to available resources for further evaluation or intervention. Brief intervention can work.
Linking patients immediately to services can be successful.”
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Refer to the Alcohol Use Disorders Identification Test Guidelines for Use in Primary Care manual.

The score, record date, and score type for the most recent AUDIT is displayed on the Impairments tab in
the Score/Dates (history) field. To view a listing of all AUDIT assessments, select the history field
dropdown. You can view (and edit) an individual AUDIT assessment by selecting one of the assessment
history lines.

[For scoring information, refer to the AUDIT Scoring Algorithm.]
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Body Mass Index (BMI) Instrument

The Body Mass Index (BMI) instrument calculates a Body Mass Index as a measure of body fat based on
height and weight that applies to both adult men and women.

The BMI instrument is accessible from the Impairments Tab and appears as follows:

Body Mass Index (BMI) Form

Marrie: SPINALCORD SHTEEN * Record Date: [(zrismzo0s | 2
Divisian: 447
Care Type: Outpatient Rehahilitation j Care Start Date: W

Scare Type: lﬁ

Weight: ID.D IPDundS ‘l
Height: IEI.EI ||nches 'l
Body Mass Index: |D.D

Back| Priml Blank Forms | Cancel | Resetl Calculate I Submit | Help

Care Type and Score Type are not required for the BMI instrument. For the BMI instrument to be
calculated and saved, the following fields, besides Record Date, require values.

Care Type and Score Type are not required for non-EOC assessments. However, if a Care type is entered
on for either EOC or non-EOC BMI assessments, a Score type is required.

Weight (Pounds or Kilograms)
Height (Inches or Centimeters)

To use the BMI instrument, complete the following steps:

1. Enter the patient’s weight in the Weight field and choose either pounds or kilograms from the
dropdown.

2. Enter the patient’s height in the Height text field, and choose either inches or centimeters
(cm.) from the dropdown.
Select the Calculate button to calculate the patient’s BMI.
The patient’s BMI is displayed in the Body Mass Index field.
Select the Submit button to submit the Body Mass Index calculation.
6. The application returns to the Impairments Tab.
On the Impairments Tab, the score, date, and score type are not required or optional because the most
recent BMI are displayed in the Body Mass Index (BMI) History field. Select the dropdown to view a

listing of the scores, record dates, and score types for all BMI assessments. You can view (and edit) an
individual BMI assessment by selecting one of the BMI assessment history lines.

wohw

[For scoring information, refer to the BMI Scoring Algorithm.]
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CAGE

The CAGE instrument is one of two instruments that may be used to screen for alcohol abuse The CAGE
screening questionnaire is short and simple to administer. The CAGE instrument is most often the first
instrument used to screen for alcohol abuse. Based on the CAGE score, the Clinician may then use the
AUDIT instrument to gather more information about possible alcohol use and abuse.

To launch the CAGE instrument, select the CAGE button in the Assessment Entry Forms area of the
Impairments page. The CAGE appears as follows:

CAGE Form

Mame: SPINALCORD, SIXTEEN * Record Date:

Division: 442
" Care Type: | j Care Start Date: I i

Score: (] * Boore Type: I -
During the past twelve manths:

* 1. Have you ever felt you should cut down on your drinking?  ves € No
* 2. Have people annoyed yaou by criticizing your drinking? ™ ves 0 Mo
* 3. Have you ever felt bad ar guilty ahout your drinking? ™ ves 7 Mo
* 4. Have you had an eve openerfirst thing in the marning to steady nerves ar get rid of a hangover? ™ ves 0 Mo

TIn the public domain fram 14 Ewing, 'Detecting Alcoholism: The CAGE Questionnaire' JAkA 252: 1905 - 1907, 1934
Elackl Printl Blank Forms | Cancel | Reset' Calculate I Submit | Helpl

NOTE: The Care Types of Inpatient Rehabilitation, Outpatient Rehabilitation, or Continuum of Care -
Inpatient are used if there is an Episode of Care associated with the assessment. Refer to the
Episode of Care section of this manual for further information.

For the CAGE instrument to be calculated and saved, all four questions must have responses. After all
mandatory information has been entered, select either the Calculate or Submit button.

By selecting Calculate, the overall score is calculated and displayed in the header of the CAGE. By
selecting Submit, if a patient’s score is one or greater, the following message appears describing further
action to be taken:

CAGE Information

The patient's scare is one ar greater. Atotal scare of one or greater may be clinically significant. Please
consider completing the Alcohol Use Disorder Identification Test (ALIDIT) for more comprehensive
screening. Consider referral to availahle resources for further evaluation or intervention. Brief intervention
can woark. Linking patients immediately to services can be successful.

ok| auDm |

Select OK to return to the Impairments page. Select AUDIT to create an AUDIT assessment for the
patient. Refer to the Alcohol Use Disorders Identification Test (AUDIT) Instrument section of this
manual for information on completing an AUDIT assessment.

On the Impairments Tab, the score, date, and score type for the most recent CAGE are displayed in the
Scores/Dates (history) field. Select the dropdown to view a listing of the scores, record dates, and score
types for all CAGE assessments. You can view (and edit) an individual CAGE assessment by selecting
one of the assessment history lines.

[For scoring information, refer to the CAGE Scoring Algorithm.]
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Center for Epidemiologic Studies Depression Scale (CES-D)

The Center for Epidemiologic Studies Depression Scale (CES-D) form is a short, self-reporting scale
intended for measuring current depressive symptoms in the general population. It can be accessed from
the Impairments Tab or from the PRIME-MD® information form.

It is suggested that the Clinician complete the CES-D form if there is one Yes reply on the PRIME-MD
assessment form. It is strongly recommended that the Clinician complete the CES-D form if there are two
Yes replies on the PRIME-MD assessment form.

The CES-D assessment form contains twenty statements describing how the patient might have felt,
thought, or behaved during the past week. The form appears as follows:

Center for Epidemiologic Studies Depression Scale (CES-D) Form

MNarme: SFINALCORD,SIXTEEN * Record Date:
Divigion: 442
[ Care Type: | j Care Start Date: I—;I
Score: ID— * Brore Type: I—Ll

Below is a list of ways you might have felt or behaved. Please tell me how often you have felt this way during the pastweek.
During the pastweek:

* 1. lwas bothered by things that usually don't bother me.

* 2.1 did notfeel like eating; my appetite was poor,

* 3. | feltthat| could not shake offthe blues even with help fram my family ar friends.

* 4 |feltthat | was just as good as other people.

* 8. | had frouble keeping my mind onwhat | was daing.

* .| felt depressed.
* 7. | felt that evernthing | did was an effort.
* 8. | felt hopeful about the future.

* 9. | thought my life had been a failure.
*10. | felt fearful.

*11. My sleep was restless.

*12. was happy.

* 13, [ alked less than usual.
=14, | feltlanely.

* 14, Peoplewere unfriendhy

* 16. | enjoyed life.

*17. I had crving spells.
*18. | felt sad.
* 18, | felt that people disliked me.

K0 R { S

* 20,1 could not get going. |

ElacEelm::_i::Id by;|::;iz:ﬁc:Pyright©1ngmpoance| i R;set |N Callculate | submit |HL|p|n|c
Enter the patient’s responses into the CES-D form by choosing one response from the following choices:
Rarely or None of the Time (Less than 1 Day)
Some or a Little of the Time (1-2 Days)
Occasionally or a Moderate Amount of Time (3-4 Days)
Most or All of the Time (5-7 Days)
To calculate and save the patient information in the CES-D form, all items must be complete.

On the Impairments Tab, the score, date, and score type for the most recent CES-D are displayed in the
Scores/Dates (history) field. Select the dropdown to view a listing of the scores, record dates, and score
types for all CES-D assessments. You can view (and edit) an individual CES-D assessment by selecting
one of the assessment history lines.
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Craig Handicap Assessment and Reporting Technique Short Form
(CHART-SF)

The Craig Handicap Assessment and Reporting Technique-Short Form (CHART-SF) was designed to
provide a simple, objective measure of the degree to which impairments and disabilities result in
limitations to participation in meaningful social roles. The CHART-SF has nineteen items that yield the
same subscales as the original thirty-two item CHART.

The CHART-SF form has different types of response choices, such as Yes or No, number entry, text
entry, and multiple-choice responses. The CHART-SF has six subscale (dimension) sections:

Physical Independence (physical activities, such as dressing, toileting, mobility)

Cognitive Independence (remembering, decision-making, judgment)

Mobility (typical activities)

Occupation (work, home, recreational activities)

Social Integration (family and friends; social associations)

Economic Self-sufficiency (financial resources, including earnings)

CHART-SF Submission Requirements

For the CHART-SF instrument to be calculated and saved, the following fields, along with the required
Record Date, Care Type, and Score Type fields, require values.

Hours Paid Assistance
Hours Unpaid (Family, Others)
To submit the CHART-SF form, the two fields in the Physical Independence section described above

must have responses. Within any one of the subscale sections, if any one of the fields within that section
is completed, then all fields in that section are required to save the form.

The Craig Handicap Assessment and Reporting Technique Short Form (CHART-SF) assessment form
may be accessed from the Participation and SWLS tab.

CHART-SF Scoring

CHART-SF items are grouped by subscales, also known as dimensions. A dimension score (instrument
subscale score) can be calculated only when all items in that dimension have responses; other
requirements may apply as well. If the response to questions 18 or 19 is either Don’t Know or Refused,
the Economic Self-Sufficiency score cannot be calculated.

NOTE: When the Unreimbursed medical expenses exceed the combined annual income for the
economic self-sufficiency section, the Economic Self-Sufficiency Score will calculate a zero (0)
score.

[For scoring information, refer to the CHART-SF Scoring Algorithm.]

CHART-SF Progress Notes

Progress notes may be written in the application depending on the score type and the care type. For more
information about Progress notes, see section Progress Notes.

CHART-SF History

On the Participation & SWLS Tab, the total score, date, and score type for the most recent CHART-SF
are displayed in the CHART-SF History field. Select the history dropdown to view a listing of the scores,
record dates, and score types for all CHART-SF assessments. You can view (and edit) an individual
CHART-SF assessment by selecting one of the assessment history lines.
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The subscale scores for the CHART-SF are displayed in the CHART-SF Subscales section of the
Participation & SWLS tabs.

In the application, the CHART-SF appears as follows:
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Craig Handicap Assessment and Reporting Technique Short Form (CHART-SF)

Marme: SPINALCORD,EIGHTEEN * Record Date: |12f29,r2006 EH
Division 442
[* Care Type | LI Care Start Date: I 'l

Score: * Score Type I 'I

Feople with disabilities often need assistance. We would like to differentiate between personal care for physical disahbilities and supervision for cognitive problems. First, focus on
physical "hands on® assistance: This includes help with eating, grooming, bathing, dressing, management of a ventilator or other equiprment, transfers, ete. Keeping in mind these
daily activities

PHYSICAL INDEPENDENCE

1. How rmany hours in & typical 24-hour day do you have someone with you to provide physical assistance for personal care activities such as eating, bathing, dressing, toileting, and
mability?

* Hours Paid Assistance: I Hours

* Hours Unpaid (Family, Others): I Hours
SCORE

COGNITIVE INDEPENDENCE

2. How much tirme is someone with vou in vour home to assist you with activities that require remembering, decision making, or judgment?

| [~

3. How rmuch of the time is someone with you to help vou with rermernbering, decision making, or judgment when you go awsay frorm your horne?

| =

SCORE
MOBILITY
Now, | have a series of questions about your typical activities.

Are vou up and about regularly?

4. On a typical day, how many hours are you out of bed? I Hours
5. In a typical week, how many days do vou get out of your house and go somewhere? I Days

B. In the last year, how many nights have you spent away from your home (excluding hospitalizations)? = | Days

]

SCORE
OCCUPATION

How Do You Spend Your Time?

7. How many hours per week do vou spend working in a joh forwhich vou get paid? I Hours
8. Howe many hours per week do you spend in schoolworking toward a degree or in an accredited technical training l—
program {including hours in class and studying)? Hours
What is your occupation? |
9. Howe rmany hours perweek doyou spend in active homemaking including parenting, housekeeping, and food l—
preparation? Hours
10. Howe rmany hours perweek do you spend in horme maintenance activities such as gardening, house repairs, or l—
home improvement? Hours
11. How many hours perweek do you spend in recreational activities such as sports, exercise, playing cards, or going l—
to movies? Liouis
Flease do not include time spent watching T or listening to the radio

SCORE
SOCIAL INTEGRATION
With Whom Do You Spend Your Time?
12. How many people do you live with? I People
13. 15 one ofthern your spouse of significant other? 0 Yes

 No

Mot applicable (subject lives alone)

14. Ofthe peaple you live with, how many (others) are relatives? I Relatives
15, How rany business of organizational associstes do you visit, phone, or wiite to atleast once a maonth? I Associates
16 Hiw rnany frignds (hon-relatives contacted outside business of organizational setings) do you visit, phone, o I— )

wirite to at least once a month? BHends

17.With how many strangers have you initiated a conversation in the last month {for example, to ask information ar
place an arder)?

1

SCORE
ECONOMIC SELF-SUFFICIENCY
‘What Financial Resources Do You Have?

18. Approximately, what was the combined annual income, in the last year, of all family members in your househeld? Consider all sources including wages and earnings, disability
benefits, pensions and retirernent income, income from cour setlements, investrments and trust funds, child support and alimany, contributions frorn relatives, and any other source)

|

19. Approximately, how much did you pay lastyear for medical care expenses? (Consider any amounts paid by yourself ar the family members in your household and not reirmbursed
by insurance or benefits) "would you say thatyour unreimbursed medical expenses are.."

|

SCORE

Reprodused with permission from Craig Hospital Research Department. Copyright @ 1988, 1992, 1996 Craig Hospital.
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Check Your Health (CYH) and Secondary Conditions

The Check Your Health (CYH) form is designed to help identify people who are at risk for secondary
conditions. The Secondary Conditions Checklist is designed to highlight the most problematic secondary
conditions. These conditions have been grouped into four basic areas: environmental obstacles, medical
conditions, adjustment issues, and health and lifestyle issues. The user may select as many secondary
conditions as apply.

The Check Your Health (CYH) form appears as follows:
Check Your Health Form

MName: SPINALCORD, SIXTEEN * Record Date: | _j
Division: 442
j Care Start Date: I 'l

Care Type: |
Scare: ID * Score Type: I 'l
Overall Health: ID Overall Independence: ID Depression:lﬂ

F

To determine yaur risk for being limited by secondary conditions over the next year ar 5o, rate your overall health and independence over the past 12 manths. Also rate how much, if at
all, depression has affected your activity and independence aver the pastyear.

1. Cwerall, would you say your health over the past 12 months was: I 'l
2. Owerall, wauld you say that your ability to independently engage in desired activities such as work, recreation, or daily living over the past 12 l—;l
months was:

[3. During the pastyear, how much would you say that depression limited your activity perweek? Depression is mare than feeling blue. Symptams
of depression include extreme long-term sadness, loss of pleasure in favorite things and activities, sleep problems, weight loss ar gain, thoughts I -
of suicide andior unexplained crying:
Interpreting Your Total Score

6-9 Probablyin relatively good health. Probahbly not experiencing significant problems due to secondary conditions.

4-4a Likelyto be experiencing some problems due to secondary conditions. The severity of these canditions is not clear. Your health status could improve, ar it could warsen.
a- Highly likely to be experiencing significant problems due to secondary conditions. You may be experiencing a wide range of problems that can be treated or that vou can

manage yourselfwith access to information and suppart Ifyou have scored in this range, you are strongly encouraged to abtain some assistance.
Secondary Conditions Checklist
Research shows that peaple with disabilities report experiencing many secandary conditions each year. These conditions may adversely affectyour health and independence.

Forunately, many of these conditions can be prevented, managed, or treated. A good place to startis to review the following list of secondary conditions and mark any that you are
experiencing

Emdronmental Obstacles Medical Conditions
7 Access Problems [T Pressure Sores
[T Mobility Problems [T Urinary Tract Infection
[T Equipment Failures [T Spasticity
[T Equipment Injuries to Others [T Contractures
[T Equipment Injuries [T BoweliBladder Dysfunction
7 Isolatian ™ Pain
[T Care-related Injuries [T Respiratory Problems
Adjustment Issues Heatlth and Lifestyle Issues
[T Depression [T Physical Conditioning
[T Anger [T Eatingtwieight Prablermns
[T Isalation [T AlcohohDrug Abuse
[T Sleep Problems [T Sleep Problems
[T Fatigue
Rreproduced with permizsion from the University of Montana Rural Institute: A Center for Excellence in Disability Research, Education, and Services. Copyright® 1980 University of Mantana Rural Institute

Elackl Printl Blank Forms | Cancel | Reset' Calculate I Submit | Help

The top section is the Check Your Health (CYH) portion of the form, which has three questions. The
lower section is the Secondary Conditions Checklist. These two related instruments have been combined
into one form in this application.
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For the CYH instrument to be calculated and saved, in addition to the Record Date, Care Type, and Score
Type fields, questions 1, 2, and 3 require values.

The Check Your Health (CYH) and Secondary Conditions assessment form can be accessed from the
Impairments page. On the Impairments Tab, the score, record date, and score type for the most recent
CYH are displayed in the Scores/Dates (history field). Select the history dropdown to view a listing of the
score(s), record dates, and score types for all CYH assessments. You can view (and edit) individual
assessments by selecting one of the CYH assessment history lines.

Check Your Health Scoring

The following scores are calculated: the Overall Health score, Overall Independence score, Depression
score, and the Total Score.

A graph showing the changes in the Check Your Health (CYH) total score over time is displayed on the
Impairments Tab.

Secondary Conditions Checklist

The Secondary Conditions Checklist allows the selection of secondary conditions from each of four
categories (environmental obstacles, medical conditions, adjustment issues, and health and lifestyle
issues). Select as many secondary conditions as apply.

[For scoring information, refer to the CYH Scoring Algorithm.]
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Drug Abuse Screening Test (DAST)

The purpose of the Drug Abuse Screening Test (DAST) is to provide a brief, simple, practical, but valid
method for identifying individuals who are abusing drugs and to yield a quantitative index score of the
degree of problems related to drug use and misuse. The DAST is able to discriminate drug-related
problems from alcohol-related problems, indicating that the DAST is sensitive to problems resulting from
drug use in particular and not to problems relating more generally to alcohol abuse.

The Drug Abuse Screening Test (DAST) assessment form can be accessed from the Impairments Tab.
The DAST form appears as follows:

DAST Form
Narne: SPINALCORD,SIXTEEN * Record Date: 1 =
Divigion: 442
[ Care Type: | j Care Start Date: I 'l
Score: ID— * Brore Type: I 'l
During the pasttwelve manths:
* 1. Have you used drugs other than those required for medical reasons?  Yes Mo
* 2. Have you abused prescription drugs? © Yeg © No
* 3. Dovyou abuse more than one drug at atime?  Yeg  No
* 4. Canvyou get through the week without using drugs {other than those required for medical reasons)?  ves Mo
* &, Areyou always able to stop using drugs when you want ta?  Yes Mo
* 6. Dovyou abuse drugs on a continuous basis? © Yeg © No
* 7. Do you try to limit your drug use to certain situations?  ves  No
* 8. Have you had "blackouts" or "flashhacks" as a result of drug use?  veg Mo
* 9. Do you ever feel bad aboutyour drug abuse? © Yeg  No
*10. Does your spouse {or parents) ever complain ahout your invalvement with drugs?  Yes Mo
*11. Do your friends or relatives know or suspectyou ahuse drugs?  Yes Mo
* 12, Has drug abuse ever created problems between you and your spouse?  Yes Mo
* 13. Has any family member ever sought help for problems related to your drug use?  Yes Mo
* 14, Have you ever lostfriends because of your use of drugs? C ves © No
* 15, Have you ever neglected your family or missed wark because of your use of drugs?  Yes Mo
* 16. Have you ever been atfrouhle atwork hecause of drug abuse?  ves ' No
* 17. Have you ever lost a job because of drug abuse? © Yeg  No
* 18. Have you gotten into fights when under the influence of drugs?  Yes Mo
* 19. Have yvou ever been arrested hecause of unusual behavior while under the influence of drugs?  ves Mo
* 20, Have vou ever been arrested for driving while under the influence of drugs?  ves Mo
* 1. Have you ever engaged in illegal activities to obtain drugs?  ves Mo
* 22 Have you ever been arrested far possession of illegal drugs?  Yes Mo
* 23. Have you ever experienced withdrawal symptoms as a result of heawy drug intake?  Yes Mo
* 24, Have yvou had medical problems as a result ofyour drug use {e.q., memary loss, hepatitis, convulsions, or bleeding)?  ves ' No
* 25 Have you ever gone to anyone far help for a drug problem? T Yas  Ma
* 26. Have you ever been in a hospital for medical problems related to your drug use?  Yes Mo
* 27.Have you ever been involved in a treatment program specifically related to drug use?  ves Mo
* 28, Have vou been treated as an outpatient for problems related to drug ahuse?  ves Mo
Reproduced or adapted with peimission from the Centre of Addiction and Mental Health, Copyright @ 1982 Centre of Addiction and Mental Health.
Back |m| Blank Forms | Cancel | Reset | Calculate I Submit |ﬂ|

Patient’s responses to the DAST instrument questions may be entered into the form by selecting either
Yes or No for each question. The assessment time frame covers the past 12 months. All questions require
responses for the DAST instrument to be calculated and saved.

On the Impairments Tab, the score, record date, and score type for the most recent DAST are displayed in
a history field. Select the history dropdown to view a listing of the score(s), record dates, and score types

for all DAST assessments. You can view (and edit) individual DAST assessments by selecting one of the

assessment history lines.
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Duke Severity of lliness (DUSOI) Checklist

The Duke Severity of Illness Checklist (DUSOI) is a generic assessment of the morbidity experienced by
a patient. The most serious illness weights the score most heavily, but co-morbidity is included. The
DUSOI is computed based on the three most serious conditions, but as many conditions as the clinician
desires may be entered. The DUSOI Assessment form appears as follows:

Duke Severity of lllness (DUSOI) Checklist

Mame:
Division:
" Care Type:

Score:

SPINALCORD,SIXTEEN * Record Date: W B

442

[Outpatient Rehabiltation =] Care Start Date: [o7itrzo06 =]

0.0 * Geare Type l—;l

Health Problem or Diagnosis

NBCESSAN.

Enter information about co-existing health problems or disgnoses using a separate DUSOI checklistfor each. You can enter as many diagnoses or problems as you deem

* Diagnosis aor Health Problern Scare: ID ICD Search | Related Dlagnoses
ICD Code Health Problem Score Record Date
* Diagnosis ar Health Problem: | |
* 1. Symptoms (past week): I 'I
* 2. Complications (past week): I 'I
* 3 Prognosis (next six months without Disability
treatment): -
* 4. Treatahility: Need for Treatment

[If Yes] Expected Response to Treatment: I 'I

© Questionable
© No

 ves

Add More Diagnoses |

Used and reformatted with permission of Duke University. Copyright @ 1993 Duke University Office of Science and Technology.

Back Priml Blank Forms | Cancell Reseil Calculate | Submit | Helpl

The left side of the form contains the individual diagnosis or health problem section. The Related
Diagnoses section on the right side displays the related diagnoses associated with this cluster of
diagnoses. The DUSOI Related Diagnoses list displays the associated DUSOI Health Problem, with ICD,
Health Problem or diagnosis, score, and record date, which will be shown in order with the highest Score

first.

L.

Refer to the section “Sample of Completed DUSOI Assessment” for an example.

Clinicians use the term “clustering” for the grouping of DUSOI health or diagnosis forms.

The following is a summary of steps used to create a DUSOI assessment cluster:

1.

W

May 2011

Select the ICD for the Diagnosis or Health Problem field. Refer to the “Diagnosis or Health
Problem Field” section for details.

Select responses for the Symptoms, Complications, and Prognosis fields.

In the Treatability/Need for Treatment field, either select the Questionable, No, or Yes button

If the Treatability/Need for Treatment field is Yes, select a value for the Expected Response
to Treatment field.

Select the Calculate button to view the score for the individual diagnosis or health problem.

NOTE: The calculated Overall DUSOI score for associated DUSOI forms displays in the
Score field in the header of the DUSOI form.

If all diagnoses have been added, select the Submit button to save the DUSOI assessment.
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7. If there are more diagnoses to be added to this cluster, select the Add more Diagnoses button.
A summary of the individual health diagnosis or problem is displayed in the Related
Diagnoses section. The left side of the form is blank for entry of a new ICD. Repeat this
process from step 1.

Button Functions within DUSOI

The following is a general overview of special functionality on the DUSOI assessment.

The Add More Diagnoses function is used to create a new associated DUSOI form. This function saves
the individual DUSOI assessment temporarily and displays a listing of this diagnosis with its individual
score on the right side of the page. The values in the individual DUSOI assessment fields on the left side
are removed, and a new diagnosis can be added.

NOTE: The assessments are not saved until the Submit button is selected. If individual diagnoses have
been added to a cluster, even though a listing of each diagnosis appears on the right, if they have
not been submitted, these diagnoses will be deleted if the Cancel button is used.

The Submit function is used to end the process of creating associated DUSOI forms. This function causes
the overall DUSOI score to be calculated and the forms to be submitted.

Diagnosis or Health Problem Field

Diagnoses codes can be selected from the International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM) codes, including V codes. Select the /CD Search button, and the SCI
ICD Search window is displayed.

| KKDCode | Short Name | Long Name |

SelectICD Code: [diabetes]

Close |

Enter part of the diagnosis or ICD code in the Search text field. Select the Submit button, and the system
returns a list of matching ICD codes, along with the short name and long name for the diagnosis or health
problem. The ICD Code search utilizes a Remote Procedure Call (RPC) to VistA for ICD lookups.

Spinal Cord Injury

& Disorders Outcomes
. ch

ICD Code Short Name Long Name
DIABETES MELLITUS WITHOUT MENTION OF
250.00 DIl WD ChMP WT 8T UNCHTR COMPLICATION, TYPE Il OR LIMSPECIFIED

TYPE, NOT STATED AS UNCONTROLLED
DIABETES MELLITUS WITHOUT MEMTION OF
250.01 DMIYWO CMP NT ST UMCHTRL COMPLICATION, TYPE | [JUVEMNILE TYPE],

MNOT STATED AS UNCONTROLLED
DIABETES MELLITUS WITHOUT MEMTION OF
250.02 DINWO CMP UNCNTRLD COMPLICATION, TYPE Il OR UNSPECIFIED

TVPE, UMCONTROLLED
DIABETES MELLITUS WITHOUT MEMTION OF
250.03 DO ChP UNCHNTRLD COMPLICATION, TYPE | [JIWEMILE TYFE],
UMNCOMTROLLED - |
o e

From the list of matching diagnoses, select the desired diagnosis. The selected code and short diagnosis
name are displayed in the Diagnosis or Health Problem field on the DUSOI form.
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You can add as many DUSOI individual diagnoses as are needed to capture all the patient’s diagnoses or
health problems.

DUSOI Scoring

Calculate the value of responses to obtain both the Diagnosis or Health Problem Score and the Overall
DUSOI Score for all diagnoses or problems. A Diagnosis or Health Problem Score is computed and
displayed on each individual DUSOI form. The DUSOI Overall Score for all associated diagnoses or
problems is computed using the three highest Diagnosis or Health Problem scores of associated DUSOI
forms.

[For scoring information, refer to the DUSOI Scoring Algorithm.]

Associated DUSOI Forms

DUSOI Forms that are entered from an open DUSOI form using the Add More Diagnoses function will
be associated with each other. When editing an archived DUSOI assessment, using the Add More
Diagnoses function will cause new DUSOI forms to be associated with the current group of DUSOI
forms. When editing a DUSOI assessment, the user will not be able to modify the record date.

History of Completed DUSOI Forms

On the Impairments Tab, the most recent DUSOI Overall score, record date, and score type is displayed
in a history field next to the DUSOI button. Select the history dropdown to view a listing of the overall
scores, record dates, and score types for all DUSOI assessments. You can view (and edit) DUSOI
assessments by selecting one of the assessment history lines.

Sample of Completed DUSOI Assessment

The following example of a completed DUSOI shown below demonstrates the Related Diagnoses section
on the right side, with the information for the diagnosis of 826.0 displayed and editable on the left side.
The diagnosis of 826.0 has an individual score of 50.

Duke Severity of lliness (DUSOI) Checklist

Marme: SPINALCORD,SHTEEN * Record Date: M =
Divigion: 442

[ Care Type: | Inpatient Rehahbilitation j Care Start Date: W
Score: IE'EJB— * Score Type m

Health Problem or Diagnosis
Enter infarmation about co-existing health problems or diagnoses using a separate DUSOI checklist for each. You can enter as many diagnoses or prohlems as you deem
necessary.

* Diagnosis or Health Problem Score: |50 ICD Search | Related Diagnoses
ICD Code Health Problem Score Record Date
* Diagnosis or Health Problem: [28.0 [F*PHALANK FOOT-CLOSED 25002 DU CIfP VNERTELD BRI IG
49311 INT ASTHMA WY STATUS ASTH 25 04/01/2005
826.0 Fi PHALAMNK, FOOT-CLOSED a0 040172005
* 1. Symptoms {past week): IModerate 'I
* 2. Complications (past week): IMiId 'I
* 3. Prognosis (nest six manths without Disability
treatment): IMiId 'l
= 4. Treatability: Need for Treatment

' Questionable
© No

@ Yes

[If Yes] Expected Response to Treatment: IGood 'I

Add More Diagnoses |

Used and reformatted with permission of Duke University. Copyright @ 1993 Duke University Office of Science and Technology.
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Duke Severity of lliness Analog (DUSOI-A) Scale

The Duke Severity of Illness Analog Scale (DUSOI-A) is a single-item generic assessment of the overall
morbidity experienced by a patient based on the clinician’s judgment. The patient’s overall severity of
illness during the past week is rated by the clinician by assigning a score from zero through one hundred
or by moving a slider along an analog scale. The lowest severity applies to someone whose total set of
diagnoses or health conditions results in the fewest symptoms and complications, the least disability and
threat to life, the least need for treatment, and the best expected response to treatment if needed.
Conversely, the highest severity applies to someone whose total set of diagnoses results in the most
symptoms and complications, the most disability and greatest threat to life, the most need for treatment,
and the worst expected response to treatment if needed.

The DUSOI-A Assessment form appears as follows:

Duke Severity of lliness (DUSQOI) Analog ]
MName: SPINALCORD SIXTEEN * Recaord Date: I :I
Division: 442
" Care Type: | j Care Start Date: I 'l
Score: L] * Score Type: I 7

Flease markthe appropriate place along the line below to indicate how you would rate this patient's averall severity ofillness during the pastweek.

Lowest severity applies to someane whaose total set of diagnoses results in the fewest symptoms and complications, the least disahility and threat to life, the least need far
treatment, and the best expected response to treatment if needed.

Highest severity applies to someane whose total set of diagnoses results in the maost symptoms and complications, the mast disability and greatest threat to life, the most need far
treatment, and the worst expected respanse to treatment if needed.

Lowest Severity Highest Severity

0 5 0 15 20 25 30 3% 40 45 &S0 &5 60 65 YO OS5 80 85 Q0 95 100

If unable to use the slider cantral, please enter a number betiween 0 and 1DD:ID

How confident are you that your rating ofthis patient's severity of illness is accurate? Flease choose the appropriate category: -

Used and reformatted with permizsion of Duke University.
Copyright & 1983 Duke University Office of Science and Technology.

Backl Priml Blank Forms | Cancel | Reset' Calculate I Subimit | Help

For the DUSOI-A instrument to be calculated and saved, the following fields, along with the Record
Date, Care Type, and Score Type fields, require values:

Instrument Slider or the field “If unable to use the slider control”
“How confident are you that your rating of this patient’s severity of illness is accurate”

The Duke Severity of Illness Analog (DUSOI-A) Scale assessment form can be accessed from the
Impairments tab. On the Impairments Tab, the score, record date, and score type for the most recent
DUSOI-A are displayed in a history field next to the DUSOI-A button. Select the history dropdown to
view a listing of the scores, record dates, and score types for all assessments. You can view (and edit)
individual assessments by selecting one of the DUSOI-A assessment history lines.

[For scoring information, refer to the DUSOI-A Scoring Algorithm.]
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Functional Assessment Measure (FAM)

The Functional Assessment Measure (FAM) was developed as an activity measure and as an adjunct to
the Functional Independence Measure (FIM) to specifically address the major functional areas that are
relatively less emphasized in the FIM, including cognitive, behavioral, communication and community
functioning measures. The FAM consists of 12 items, which were developed by clinicians representing
each of the disciplines in an inpatient rehabilitation program. The Functional Assessment Measure (FAM)
assessment form can be accessed from the Activities tab.

The Functional Assessment Measure (FAM) Assessment form appears as follows:

Functional Assessment Measure (FAM) Form

Marme: SPINALCORD,SIKTEEN * Record Date: IUSH 62007 EH
Division: 442
[ Care Type: Inpatient Rehabilitation =l Care Start Date: I 030172004 'l

* Scare Type I 'l

The purpose ofthe twelve Functional Assessment Measure (FAM iterns is to provide activity measures reflecting communication, psychosocial adjustment, and cognitive functions of
the patient. Ratings use the familiar seven-point rating scale to assess the individual's level or degree of independence, amount of assistance required, use of adaptive or assistive
devices, and the percentage of a given task completed successiully. Ratings are to reflect actual performance, not capability. A blank rating on any itern indicates "not applicable”
“untested,” or"unknown." The seven-point rating scale is as follows:

1. Swallowing |

2. Car Transfers

3. Community Access

4. Reading

5. Writing

6. Speech Inteligibility

8. Adjustment to Limitations

9. Employability

10. Orientation

11. Aftention

12. Safety Judgment

(N N N N R K ) K R

|
I
|
|
|
7. Emotional Status |
I
|
|
|
|

=+ Atleastone itern needs to he completed

Reproduced with pemmission from Kang Hall, Ed.D. Copyright @ 1995 Santa Clara Valley hedical Center.

‘ Back Printl Blank Forms | Cancel | R’esetl Suhm\tl Helpl

Values may be selected for any of the twelve items from the corresponding dropdown. An item may be
left blank, which indicates it is either “not applicable”, “untested”, or “unknown”. For the FAM
instrument to be calculated and saved, at least one item requires a response.

This assessment does not have a total score, only a score or rating for each individual activity measure.
The most recently completed FAM assessment score(s) and record date are included and displayed on the
Activities page. The displayed scores are the ratings for each available individual activity measure, (e.g.,
Swallowing 7, Car Transfers 5).

On the Activities Tab, the score(s), record date, and score type for the most recent FAM are displayed in a
history field next to the FAM button. Select the history dropdown to view a listing of the scores, record
dates, and score types for all FAM assessments. You can view (and edit) a FAM assessment by selecting
one of the assessment history lines.

[For scoring information, refer to the FAM Scoring Algorithm.)
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Functional Independence Measure (FIM)

The Functional Independence Measure (Guide for the Uniform Data Set for Medical Rehabilitation, 1996)
is the most widely used activity or functional assessment measure in the rehabilitation community. The
FIM is an 18-item ordinal scale, used with all diagnoses within a rehabilitation population. The FIM
should be completed by appropriately trained professional staff.

The Functional Independence Measure (FIM) Assessment form appears as follows:

Functional Independence Measure (FIM) Form

Return Date: I—_j it
Transfar Date: l— _j 18'0 Locomotion

WalkWheelchair:
walke © wheelchair © Both:

Narme: SPINALCORD SIXTEEN * Record Date: IDSIEAUZDDS _j

Division: 442
" Care Type: | j Care Start Date: I 'I

Score: ID * Beare Type: I 'l

Matar Subtotal: ID Cognitive Subtatal: ID

S5M: 000-00-0016 FIM Polar Chart Self Care

Birthdate: 031041833 (72 Eating: I_
Gender: ] 0 Grooming: I_
Marital Status: WIDOWAMIDOWER ; Bathing: I_
Ethnicity 1 Dressing - Upper Body. [
Military Status: I :l' Dressing - Lower Body I_
Rehabilitation Care Start Date: 040172004 Toileting: I_
Admission Class: I 'l Sphincter Control

Finigh Date: Bladder Management: I_
Check if Prograrm |s Interrupted: 7 Bowel Management: I_
Transfer Date: I _j Transfers

Return Date: | _j Bed, Chair, Wheelchair: |_
Transfer Date: | _j lailet I_

Tub, Shower: I_

Return Date: | _j

Impairment Category Stairs: |_
|SCD-Traumatic Spinal Cord Dysfunction j :

. Wirite Progress Note | e
Impairment Group Communication
| j Scoring Key Comprehension: I_
Date of Onset 020112004 7 Camplete Independence (imely, safeh) puditory: © visusl © Both: ©
ASIA Impairrnent Scale; o] 6 Modified Independence (extra time, devices) Exprassion I_

4 Supervision of Setup (cuing, coaxing, prampting)

4 Winimal Contact Assistance (performs 75% or more of tagk)
3 Moderate Assistance (performs 50%-74% oftask) Social Cognition
2 Maximal Assistance (performs 25%-48% of tagk) Social Interaction:
1 Total Assistance (perfarms less than 26% oftask)

vocal: 0 Nonwocal: € Both:

Frohlem Saolving:

| |

Memony:
Back | Print|  BlankForms | Cancel | Reset [ Catculate | subrmit | Help

It is required that all fields in the right side column and three fields (Military Status, Admission Class, and
Impairment Group) in the left column of the FIM Online form be completed prior to submitting the form.

The user is not required to complete the Check if program is interrupted box, the Transfer Date fields, or
the Return Date fields. These fields are used only for FIMs with a score type of Finish.
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The fields on the right side of the form require a rating from 1 to 7 based on the following scale:

Complete Independence 7
Modified Independence 6
Supervision or Setup 5
Minimal Contact Assistance 4
Moderate Assistance 3
Maximal Assistance 2
Total Assistance 1

A FIM Polar graph is created and saved when the form is calculated or submitted.

For Inpatient Rehabilitation Care Types with a score type of Start, Function Related Group (FRG) classes
are calculated in the background and saved to the SCIDO regional database for research purposes. The
instrument form does not display any FRG scores when the FRG scores are calculated.

The FIM assessment form can be accessed from the Activities tab. On the Activities Tab, the scores,
record dates, and score types for the most recent FIM assessment are displayed in history fields. Select the
FIM Total, FIM, Motor, or FIM Cognitive history dropdown to view a listing of the score(s), record
dates, and score types for all assessments. You can view (and edit) individual assessments by selecting
one of the assessment history lines on the FIM Total Score history list.

[For scoring information, refer to the FIM Scoring Algorithm.]
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Kurtzke Expanded Disability Status Scale (EDSS)

The Kurtzke Expanded Disability Status Scale (EDSS) is one instrument that has been commonly used in
outcome assessment of individuals with multiple sclerosis. The EDSS is an ordinal scale with some rater
variability that has an emphasis on mobility status. It may be relatively insensitive to change at certain
levels of disability or activity restrictions.

The EDSS is a single-item generic assessment of the overall activity restrictions experienced by a patient
based on the clinician’s judgment. The patient’s functioning is rated from zero for a normal neurological
examination to ten for death due to multiple sclerosis. Levels five through ten reflect some degree of
ambulation restriction or disability. It is recommended that the Kurtzke Functional Systems Scale (FSS)
be completed before the EDSS since it is associated with neurological testing of eight functional systems,
pyramidal, cerebellar, brain stem, sensory, bowel and bladder, visual or optic, mental or cerebral, and
other functions. These FSS ratings are then used in conjunction with observations and information
concerning gait and use of assistive devices to rate the EDSS. The EDSS form appears as follows:

Kurtzke Expanded Disability Status Scale (EDSS) Form

Marre: SPINALCORD,SIXTEEN * Record Date: W_j
Divisian: 442
[* Care Type Inpatient Rehabilitation j Care Start Date W
* Score Tyvpe Iﬁ

* Enter EDSS Scale Walue 0.0- 10 D'IU 0 'I

The Expanded Disability Status Scale (EDSS) ranges from 010 10 and is associated with neurological testing of eight Functional Systemns: Pyramidal, Cerebellar, Brain Stem, Sensory,
Bowel and Bladder, Visual or Optic, Mental ar Cersbral, and Other Functions. The abhbreviation FS is used to denote the singular and plural forms: Functional System or Functional
Systems

The full description of the EDSS is not included below. Press this button to print the full EDSS description: Expanded EDSS5 Descriptions

0.0 Kormal nedrologic examination (all FS grade 0.

1.0 Ko digability, minimal signs in one FS (one FS grade 1).

1.5 Ko digability, minimal signs in more than one FS {more than one FS grade 1),

2.0 Minirmal disability in one FS (one FS grade 2, others 0 ar 1),

2.8 Minirnal digability in two FS (two FS grade 2, others 0 ar 1),

3.0 Moderate disahility in one FS {one FS grade 3, others 0 or 1) or mild disakility in three or four FS (three to four FS grade 2, others D or 1).

2.8 Fully ambulatory but with moderate disability in one FS (one FS grade 3) and one or two FS grade 2; or two FS grade 3; or five FS grade 2 {others 0 or 1),

4.0 Fully ambulatory without aid, up and about sorme 12 hours a day despite relatively severe disahility (one FS grade 4 [others O or 1] or combinations of lesser grades).
: Ahle to walkwithout aid aor rest 500 meters.

45 Fully ambulatory without 2id, up and about much ofthe day, ahle to work a full day, may otherwise have some limitation of full activity or require minimal assistance (one

F5 grade 4, others 0 or 1 or comhinations of lesser grades). Able to walk without aid or rest 300 meters.
Ambulatory without aid or rest for about 200 meters; disability severe enough to impair full daily activities (one FS arade 5 alone, others 0.ar 1; or combinations of lesser

2L grades)
5.5 Ambulatory without aid or rest for about 100 meters; disability severe enough to preclude full daily activities (one FS grade 5 alone, others 0 or 1; or combinations of
: lesser grades).
6.0 Intermittent or unilateral constant assistance {cane, crutch, or brace) reguired to walk ahout 100 meters with ar without resting (more than two FS grade 3 or higher).
6.5 Constant bilateral assistance (canes, crutches, or braces) required towalk about 20 meters without resting {more than two FS grade 3 or higher).
7.0 Unahle towalk bevond about 8 meters even with aid, essentially restricted to wheelchair; wheels selfin standard wheelchair and transfers alone; up and aboutin
: wheelchair 12 hours a day (more than one FS grade 4 or higher).
75 Unahle to take more than a few steps; restricted to wheelchair; may need aid in transfer; wheels self but cannot carry on in standard wheelchair a full day; may reguire
motorized wheelchair {maore than one FS grade 4 or higher).
o0 Essentlliléy)restrlcted to bed or chair, but may be out of bed most of the day; retains many self-care functions; aenerally has effective use of arms (generally 4 or higher in
severa :
3.5 Essentially restricted to bed much ofthe day; has some effective use of armis); retaing some self-care functions (generally 4 or higher in several FS).
9.0 Helpless bed patient; can comrmunicate and eat (mostly 4 or higher in FS)
9.5 Totally helpless hed patient; unable to communicate, eat, or swallow (almost all FS 4 or higher)
10.0 Death due to M5,

Reproduced with permission from John F. Kurtzke, M.D. Copyright ® 1883 John F. Kurzke, b.D.

| Back Priml Blank Forms | Cancel | Resetl Subm\tl Helpl

For the Kurtzke EDSS instrument to be calculated and saved, a response must be selected for the “Enter
EDSS Scale value” field. The Kurtzke Expanded Disability Status Scale (EDSS) assessment form may be
accessed from the Activities tab if the patient has an etiology of multiple sclerosis. On the Activities Tab,
the most recent EDSS score, record date, and score type is displayed in a history field. Select the history
dropdown to view a listing of the score, record dates, and score types for all assessments. You can view
(and edit) individual assessments by selecting one of the assessment history lines.

[For scoring information, refer to the Kurtzke EDSS Scoring Algorithm.]
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Kurtzke Functional Systems Scale (FSS)

The Kurtzke Functional Systems Scale (FSS) constitutes one of the most widely used assessment
instruments in Multiple Sclerosis. Based on a standard neurological examination, the seven functional
systems plus "other" are rated. Each of the FSS is an ordinal clinical rating scale ranging from zero to five
or six. It is recommended that the Kurtzke Functional Systems Scale (FSS) be completed before the
EDSS since it is associated with neurological testing of eight functional systems, pyramidal, cerebellar,
brain stem, sensory, bowel and bladder, visual or optic, mental or cerebral, and other functions.

The FSS Assessment form appears as follows:
Kurtzke Functional Systems Scale (FSS) Form

Marme: SPINALCORD,FOURTEER * Record Date: |n1;1 412006 =]
Division: 447
¥ Care Type: [Inpatient Rehailitatian = Care Start Date: [oraz008 =]
Score: (]} * Scare Type Ilnterim 'I
rrhefulldescriptiun ofthe FE& is notincluded below. Press this button to print the full FSS description: Expanded FSS Descriptions |

Functional Systems Scale Rating
* Pytamidal Functions:
4=harked Para or Hemiparesis, Moderate Quadriparesis or Monoplegia LI
* Cerehbellar Functions:
2=Mild Ataia =l
I Check if¥weakness (Grade 3 or Warse on Pyramidal Interferes with Testing
* Brain Stermn Functions:
2=moderate Mystagmus ar Other Mild Disahility LI
* Sensory Functions:
3=hlod in Touch, Pain, or Position Sense, andfor Loss of Wibration Sense 1-2 Lims, or Mild in Touch ar Pain andfor Mod. in all Proprio Tests in 3-4 Limhsj
= Bowel and Bladder Functions:
2=hmoderate Hesitancy, Urgency, Retention of Bowel, or Rare Incontinence LI
~ Wisual or Optic Functions:
1=Scotoma with Corrected Vis. Acuity Better than 20030 ;I
I Check if Temparal Pallar 15 Present
~ Mental or Cerebral Functions:
2=mild Decrease in Mentation LI
= Other Functions:
1=Any Findings (Spemfy’);l
Specify Function:

Reproduced with permissian from John F. Kurtzke, M.D. Copyright @ 1983 John F. Kurtzke, M.D

Back | Print| BlankForms | cancel | Reset |[ Calculate | submit | Help |

The two check boxes and text-entry box for “Specify Function” are not required for the Kurtzke FSS
instrument to be calculated and saved. The following fields require values:

Pyramidal Functions

Cerebellar Functions

Brain Stem Functions
Sensory Functions

Bowel and Bladder Functions
Visual or Optic Functions
Mental or Cerebral Functions
Other Functions

The Kurtzke Functional Systems Scale (FSS) assessment form can be accessed from the Activities tab if
the patient has an etiology of multiple sclerosis.

On the Activities Tab, the most recent FSS score(s), record date, and score type are displayed in a history
field. Select the history dropdown to view a listing of all assessments. You can view (and edit) an
individual assessment by selecting one of the assessment history lines.

[For scoring information, refer to the Kurtzke FSS Scoring Algorithm.]
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Medical Needs Function Modifiers (MNFM)

The Medical Needs and Function Modifiers (MNFM) form contains four items from the Inpatient
Rehabilitation Facility — Patient Assessment Instrument (IRF-PAI) form pertaining to swallowing status,
clinical signs of dehydration, bladder frequency ratings of accidents in the past seven days, and bowel
frequency ratings of accidents in the past seven days. The IRF-PAI is a common instrument used to assess
patients in inpatient rehabilitation facilities to establish case complexities and progress during
rehabilitation.

The MNFM form appears as follows:

Medical Needs and Function Modifiers (MNFM) Form

Mame: SPINALCORD, SIXTEEM * Record Date: Iusn BiZ0NT i

Division: 1432
" Care Type: Inpatient Rehahilitation j Care Start Date: |03rn1:2005 =

* Score Type: I 'I
Medical Needs
Swallowing Status: | j
Clinical Signs of Dehydration | j
Function Modifiers
Bladder Frequency of Accidents (inthe past seven days): | j
Bowel Frequency of Accidents (in the past seven days): | j
# One dropdown selection is required
In the public damain. No copyright is claimed in gowernment wo s

‘ Backl F’rintl Blank Forms | Cancel | Resetl Submitl Help

For the MNFM instrument to be calculated and saved, at least one field must be completed, along with the
Record Date, Care Type, and Score Type fields.

The Medical Needs Function Modifier (MNFM) assessment form can be accessed from the Activities tab.
The most recent Bowel Accident Frequency rating and Bladder Accident Frequency rating is displayed on
the Activities Tab. There is no total score for the MNFM form. To view a listing of all MNFM
assessments, select the history field of either the Bowel Accident Frequency or the Bladder Accident
Frequency fields on the Activities tab. You can view (and edit) an individual MNFM assessment by
selecting one of the assessment history lines.

If responses were selected for the Swallowing Status and Dehydration fields on the MNFM, these values
are displayed on the Impairments tab.

[For scoring information, refer to the MNFM Scoring Algorithm.]
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PRIME-MD® Depression Screening

The Primary Care Evaluation of Mental Disorders (PRIME-MD) Depression Screening consists of two
items to be used as a case-finding depression instrument. The two-question case-finding instrument is a
useful measure for detecting depression in primary care. It has similar test characteristics to other case-
finding instruments and is less time-consuming. One "Yes" reply is considered a positive screening for
depression; further screening for depression is suggested. If there are two "Yes" replies, complete the
Center for Epidemiologic Studies Depression Scale (CES-D) form.

The PRIME-MD form appears as follows:

PRIME-MD & Depression Screening Form
Marme: SPINALCORD, SIXTEEM * Record Date: I =
Divigion: 442
Care Type | j Care Start Date: I 'l
Score: ID * Beore Type: I w7
2| During.the pastmnn.th, hawe you often been hothered by feeling down, depressed, or hopeless? [ .Ygg (o .ND
* 2. During the past maonth, have you often been bothered by little interest or pleasure in doing thinos? C oves O po
Reprod d with p iszion to uze the tuo-question dep i ing inst t from hdane AL Whooley, M.D. PRIME-MD @ is a registered trademak of Pfizer Inc. Copyright @ 1999 Pfizer Inc.
Elackl Print Blank Farms | Cancel | Resetl Caleulate I Submit | Helpl

For the PRIME-MD instrument to be calculated and saved, both questions must be completed along with
the Record Date, Care Type, and Score Type fields.

The PRIME-MD Depression Screening assessment form can be accessed from the Impairments tab. On
the Impairments tab, the most recent PRIME-MD score(s), record date, and score type are displayed in a
history field. Select the history dropdown to view a listing of all assessments. You can view (and edit) an
individual PRIME-MD assessment by selecting one of the assessment history lines.

[For scoring information, refer to the PRIME-MD Scoring Algorithm.)
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Pressure Ulcer Scale for Healing (PUSH)

The Pressure Ulcer Scale for Healing (PUSH) was developed by the National Pressure Ulcer Advisory
Panel (NPUAP) as a quick, reliable tool to monitor the change in pressure ulcer status over time. To use
the PUSH Tool, the pressure ulcer is assessed and scored on four elements: length of the open wound,
width of the open would, exudate amount, and tissue type. Record the highest current pressure ulcer stage
and number of current pressure ulcers on the form. Estimate the amount of exudate after removal of the
dressing and before applying any topical agents. Identify the type of tissue. If there is any necrotic tissue,
it is scored as 4. If there is any slough, it is scored as 3, even if most of the wound is covered with
granulation tissue.

It can be a clinically practical, evidence-based tool for tracking changes in pressure ulcer status when
applied at weekly intervals.

The PUSH form appears as follows:

PUSH Form
Marme: SPINALCORD EIGHTEEM * Record Date |12;29;2005 [
Divisian: 442
" Care Type: | j Care Start Date: I 'I
Seore: ID * Score Type: I 'l
* Highest Current Pressure Ulcer Stage | j

* Mumber of Current Pressure Ulcers: I VI

PUSH Tool Version 3.0

Select the current largest pressure ulcer and measure its length and width using a centimeter ruler.
= Length (Openwound): | Centimeters
* wiidth Opentoundy | Centimeters
Surface Area (DpenWound): 0 cm? =0
* Exudate Amount: l—;l
* Tissue Type: | j
Total PUSH Score: O
The Pressure Ulcer Scale for Healing (PUSH Toal w. 3.0) is reprinted with permission from the National Pressure Ulcer Advisany Panel (NPUAP). Copyright @ 2003 NPUAP.

Back| Printl Blank Forms | Cancel | Reset| Calculate I Submit | Helpl

For the PUSH instrument to be calculated and saved, all fields must be completed, along with the Record
Date, Care Type, and Score Type fields. The length and width field entries are limited to two post decimal
places (i.e. 2.53).

The Pressure Ulcer Scale for Healing (PUSH) assessment form can be accessed from the Medical
Complications tab.

On the Medical Complications Tab, the most recent PUSH score, record date, and score type are
displayed in a history field. Select the history dropdown to view a listing of the scores, record dates, and
score types for all PUSH assessments. You can view (and edit) an individual assessment by selecting one
of the PUSH assessment history lines.

[For scoring information, refer to the PUSH Scoring Algorithm.)
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Satisfaction with Life Scale (SWLS) (Diener’s)

The Satisfaction with Life Scale (SWLS) is a global measure of life satisfaction developed by Diener,
Emmons, Larsen & Griffin, 1985. Life satisfaction is distinguished from affective appraisal in that it is
more cognitively than emotionally driven. The SWLS consists of 5-items that are completed by the
individual whose life satisfaction is being measured.

The SWLS form appears as follows:

Satisfaction With Life Scale (SWLS) Form

Mame: SPINALCORD,SIXTEEM * Record Date:
Division 443
[ Care Type | j Care Start Date: I—;I
Scare: ID— * Beore Type: I—Ll

Below are five staterments with which you may agree or disagree. Using the scale below, indicate your agreement with each item by choosing the appropriate number in the dropdown
list associated with each item. Please be open and hanest in responding.

1 = Strongly Disagree

2= Disagree

3= Slightly Disagree

4 = Neither Agree MNar Disagree
A= Slightly Agrae

b= Agree

T = Strongly Agree

* 1. In mostways my life is close ta my ideal.

* 2. The conditions of my life are excellent

* 3. | am satisfied with my life.

* 4. 5o far, | have gotten the important things 1want in life.

* A, If | could live my life aver, | would change almast nothing

[0 1| KN | K {EY

Reproduced with permizsion from Ed Diener, Ph.Dn. Copyright @ Ed Diener. Placed in public domain by Ed Diener

Backl Frint Blank Forms | Cancel | Reset' Calculate I Submit | He\pl

For the SWLS instrument to be calculated and saved, all fields require a response.

On the Participation & SWLS Tab, the total score, date, and score type for the most recent SWLS are
displayed in the SWLS History field. Select the history dropdown to view a listing of the scores, record
dates, and score types for all SWLS assessments. You can view (and edit) an individual SWLS
assessment by selecting one of the assessment history lines.

[For scoring information, refer to the SWLS Scoring Algorithm.]
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SF-8 Health Survey

The SF-8 Health Survey (SF-8) is a generic multipurpose short form (SF) survey of health status. It
contains eight questionnaire items plus one item (2b) that has been revised for people who cannot walk or
climb stairs. The survey seeks the patient’s observations regarding their health during the past four weeks.

The SF-8 is reproduced under License from QualityMetric, Inc. SF-8 ™ Health Survey © 1999, 2000 by
QualityMetric Incorporated. All rights reserved. SF-8 ™ is a trademark of QualityMetric Incorporated.
*[tem 2b is not part of the SF-8 ™ Health Survey.
The SF-8 Health Survey form appears as follows:

SF8 ™ Health Survey Form

Marne: SFINALCORD,SIXTEEN * Record Date: |—_j
Division: 442
" Care Type: | j Care Start Date: I—LI
* Score Type I—LI
Physical Companent Summary (FCSE): IDD— Mental Camponent Summary (MCSE): IDD—

This survey asks for your views about your health during the past fourweeks. This infarmation will help keep track of how you feel and how well you are ahle to do your usual
activities. For each of the following questions, please mark in the hox that best describes your answer.

* 1. Overall, how would you rate your health during the past fourweeks?
Excellent Very Good Good Fair Faoar Wery Poor
(@) (@ (@ ) C =)
* 2a. During the past four weeks, how much did physical health problems limit your usual physical activities (such as walking ar climbing stairs)?
Could not do physical
activities
O O O (@ C
* 2b* Ifyou could notwalk or climhb stairs during the past four weeks, how much did physical health problems limit your other physical activities?
Could naot do physical

Mat at All Wery Little Somewhat Quite a Lot

Mat at All Wery Little Somewhat Quite a Lot i
activities
o O [® [® C
* 3. During the last four weeks, how much difficulty did you have daing your daily work, both at home and away fram home, because of your physical health?
Mane at All A Little Bit Some Quite a Lot Could not do daily work
o O [® [® C
* 4. How much hodily pain have you had during the past four weeks?
Mane Wery Mild hild Moderate Severe Wery Severe
o O [® [® C o
* &, During the past fourweeks, how much energy did you have?
Wery Much Guite a Lot Some A Little Mane
o O [® [® C
* 6. During the past fourweeks, how much did your physical health or emotional problems limit your usual social activities with family or friends?
Mat at All Wery Little Somewhat Quite a Lot Could not do social activities
o O [® [® C
* 1. During the past fourweeks, how much have you been bothered by emotional problems (such as feeling anxious, depressed, or irritable)?
Mat at All Slightly haderately Quite a Lot Extrermely
o O [® [® C
* 8. During the past fourweeks, how much did personal or emational problems keep you from doing your wark, schaool, or other daily activities?
Mat at All Wery Little Somewhat Quite a Lot Could nat do daily activities
o O [® [® C

Reproduced under License from Qualityhdetric, Inc. 5F-8 ™ Health Sunvey @ 1993, 2000 by Qualityhdetric Incorporated. All rights resenved. SF-8 ™ iz a trademadk of Qualityhdetric Incorporated. *ltem 2b iz not part
of the SF-8 ™ Health Sunrey.

Elackl Printl Blank Forms | Cancel | Reset' Calculate I Submit | Help

For the SF-8 instrument to be calculated and saved, all fields require responses. After completion of the
mandatory SF-8 information, select either Calculate or Submit.

By selecting Calculate, the SF-8 instrument displays graphs of the eight scale scores and two component
scores. On the SF-8 Scale Scores graph page, after the Back button is selected, the SF-8 instrument
refreshes and provides the component scores in the header of the instrument.

The SF-8 Health Survey assessment form can be accessed from the Impairments tab. On the Impairments
tab, the most recent SF-8 scores, record date, and score type are displayed in a history field. Select the
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history dropdown to view a listing of all assessments. You can view (and edit) an individual SF-8
assessment by selecting one of the assessment history lines.

Two composite scores are calculated:

Physical Component Summary (PCSS)

Mental Component Summary (MCSS8)
Eight subscales are calculated:

PF - Physical Functioning

RP - Role Physical

BP - Bodily Pain

GH - General Health

VT - Vitality

SF - Social Functioning

RE - Role Emotional

MH - Mental Health

[For scoring information, refer to the SF-8 Scoring Algorithm.]
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Short Form McGill Pain Questionnaire (SF-MPQ)

The Short Form McGill Pain Questionnaire (SF-MPQ) measures a patient’s subjective pain experience by
using two dimensions of pain, sensory pain rating index (S-PRI) and affective pain rating index (A-PRI),
and a total pain rating index (T-PRI). The objective of the MPQ is to facilitate the communication
regarding pain between patients and health care professionals. The patient is also provided the
opportunity to rate their present pain intensity index (PPI) and use a visual analogue scale to rate their
pain from zero (lowest severity) to one-hundred (highest severity). The SF-MPQ form appears as follows:

Short Form McGill Pain Questionnaire (SF-MPQ) Form

Narne: SPINALCORD,SIXTEEN * Record Date: |— [z
Division: 442
[ Care Type: | j Care Start Date: I—;I
Score: ID— * Brore Type: I—LI
Sensory Pain Rating Index (5-PRI): ID
laffective Pain Rating Index (&-PRI): ]
Total Pain Rating Index (T-FRI): b
isual Analogue Scale: l—
Pain Scale (PRI F

Indicate on the line below how bad your pain is. The left end ofthe line means na pain; the right end means the worst possihle pain.
Lowest Severitv Highest Severity

J

a 5 0 15 20 25 30 3\ 40 45 S0 55 60 65 O Y5 80 85 490 9

o

100

Ifunable to use the slider control, please enter a number between 0 and 1007

Enter pain scale from 0= Ma pain to 10="YWorstimaginable pain:l e

* 1. Throhhing j
| = 2 ghooting: —;l
* 3. Stabhing: [ =
* 4. Sharp; —;l
* 5 Cramping —;l
| * & Gnawing: —;l
* 7. Hot- Burning; —;l
* 8, Aching: —Ll
* g Heaw: —;l
| * 10. Tender: —;l
* 11. Splitting: [ =
* 12, Titing - Exhausting: —;l
* 13, Sickening: —;l
[ = 14.Fearut =
* 15, Punishing - Cruel; —;l

Reprod d and reformatted with p ission fram Ronald Melzak, Ph.D. Copyright @ 1987 Ronald Melzak.
Elackl Printl Blank Forms | Cancel | Reset' Calculate I Submit | Help

For the SF-MPQ instrument to be calculated and saved, all fields require responses.

The Short Form McGill Pain Questionnaire (SF-MPQ) assessment form can be accessed from the
Medical Complications tab. On the Medical Complications tab, the most recent SF-MPQ scores, record
date, and score type are displayed in a history field. Select the history dropdown to view a listing of all
SF-MPQ assessments. You can view (and edit) an individual SF-MPQ assessment by selecting one of the
assessment history lines.
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Registration Ancillary Data Entry Form

The Ancillary Data Entry Form may be accessed from the Registration page. Ancillary data consists of
sources of care, referral sources, bowel care information, and remarks.

Registration Ancillary Data Entry Form

Mame: SPINALCORD, SIKTEEN Division: 442

Additional Care VAMC: |
Mon-Y& Care:

Referral Source: |

Referral va: j
Initial Rehahilitation Site: j

Initial Rehahilitation Discharge Date:

Bowel Care Reimbursement (BCRY: ves € Mo O
BCR Date Cedified: (Enter date of Bowel I— s
Care Relmbursement Certitication)

BCR Provider: |

Femarks: | ﬂ

Back | Print| cancel | Reset |  submit | Help |

For the Ancillary Date Entry form to be submitted and saved, at least one field must be completed.

Additional Care VAMC
To fill in the Additional Care VAMC field, select the site where additional VAMC care is provided.

Non-VA Care
The Non-VA Care field is text entry. To fill in the field, type in the site where non-VA care is provided.

Referral Source
The Referral Source field shows the type of facility that referred the patient to the VA. Select from the
following.

VA = Other VA

CH = Community Hospital
NH = Nursing Home

PV = PVA

SF = Self

DD = Dept of Defense
NN = Non-VA Care

UN = Unknown or Other

Referral VA
The Referral VA field can be selected from the dropdown list.
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Initial Rehabilitation Site

To indicate the patient’s Initial Rehabilitation Site, select from the dropdown one of the following values:

CH = Community Hospital

VS VAMC with SCI Center
VN VAMC without SCI Center
UN = Unknown or Other

Initial Rehabilitation Discharge Date

The Initial Rehabilitation Discharge Date is a date field for recording when the rehabilitation discharge
occurred. The date can be manually entered or selected by selecting the Calendar icon to designate the
date when the patient was discharged from rehabilitation.

Bowel Care Reimbursement (BCR)
To indicate whether the patient is being reimbursed for their bowel care, select either the Yes or No.

BCR Certified

The BCR Certified field is a date field for recording if the patient has been certified for bowel care. The
date can be manually entered or selected by selecting the Calendar icon to designate the date when the
patient received certification for bowel care.

BCR Provider
The BCR Provider field is text entry. Enter the patient’s bowel care provider.

Remarks

The Remarks field is text entry. To complete the field, type in any remarks (limited to 65 characters) to
enhance care or outcomes.
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Patient Education Form

The Patient Education form is used to record the dates the patient was given educational materials or

training on sixteen health-related topics. The Patient Education form is accessible from the Registration

tab.

Patient Education Form

Marme: SPINALCORD, SIXTEEN

Record Date: 06/23r2008

Divigion: 442

=

. Bladder management:

[7%]

. Bowel management:

=

. Medication:

[

. Follow-up medical care:

-1 o

. Medical nutrition therapy:

[==)

. Psychosocial issues:

=]

. Pulmonary care:

11. Reproductive health issues:

12. Skin care:

14. Leisure time:
15. Primary prevention:

16. Secondary prevention:

_Accessing benefits and community resources:

. Securing and managing personal care attendants:

10. Sexual counseling and education:

13. Chemical usefabusefdependency:

The veteran has received education on the following topics:

ww

IO T TG TS T B S S T B TC T T B

Tes
Yes
Tes
Yes
Tes
Yes
Tes
Yes
Tes
Yes
es
Tes
es
Tes
Tes

Yes

o NS T

DO O 000 0O 000 0O 0 0

Mo
Ma
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo
Mo

Education Date

o |
s
2tz

pack | Print| cancel | Reset| submit | Heip |

Once a patient has received educational material on one of the sixteen subjects, select the Yes button and

enter the date that the information was given in the date box. Manually enter the date or select the date
from the calendar icon. If the patient was offered the educational material but declined, select the No
button and enter the date the material was offered.

To submit and save the form, at least one selection with an associated date must be completed.
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Appendix D: Reports

The following reports are described in this section:

Influenza Diagnoses and Treatment Report

Influenza Immunizations Report

Pain Assessment and Treatment Report

Pneumonia and Respiratory Report

Pneumococcal Immunizations Report

Pressure Ulcer Report

Urinary Tract Infections Report

RAI-MDS Quality Indicators Report

RAI-MDS Resource Utilization Groups (RUGS) Report
Inpatient Rehabilitation Outcomes Report Topics Descriptions
Outpatient Rehabilitation Outcomes Report Topics Descriptions
Continuum of Care - Inpatient Outcomes Report Topics Descriptions
Annual Evaluation Outcomes Report Topics Descriptions

Custom Reports

All the reports can be accessed from the Reports tab. Some of the reports can be accessed from another
Tab. For example, the first seven reports listed above can be accessed from the Medical Complications
tab as well as the Reports Tab.
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Influenza Diagnoses and Treatment Report

The Influenza Diagnoses and Treatment Report displays VistA information about influenza-related
diagnoses, antiviral medications prescribed, influenza-related microbiology and chemistry laboratory
reports, chest radiology results, and discharge locations following inpatient treatment of influenza
incidents.

The Influenza Diagnoses and Treatment Report may be accessed from the Medical Complications tab as
well as from the Reports tab.

% Patient Search | Spinal Cord Injury and Disorders Outcomes Logout |
Mame: SPINALCORD FOURTEEN  Date of Binth : 10/231 946 (deceased) Meuro. Level: 02 ASlA D Mewt AE Due: 0370272005
55N : 000-00-0014 Education: SC Employment. UU Bladder Drainage: IC Pressure Ulcer: 2

Select date range. The default is five vears.

Influenza Diagnoses and Treatment Report lm select |

Influenza Laboratory Results: Chest Radiology Results (Influenza):

Influenza-Related Diagnoses:
10D FYUNPORCUS RN  .c | i | Deopin B
1071997 V042 [VACCIN FOR INFLUENZA
el
Lab Resulis - [Chemisiry Resulis]
L
Antiviral Medications: Discharge Locations:
(o | tame oMM Due | Desipin pin | Back | Hei
oCTo9,  AMANTADINEHCL 100045 00 103 09, TURN T COMMUNITY-
2004 LF 004E11:4524 WOEFEWDENT
APR2D AMANTADINEHCL 100005
2004 LF AME0
[ [
Cower Sheet Registration | Impairments | Medical Complications | Activities | Participation & SWLS Reports | |
114

May 2011



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

Influenza Immunizations Report

The Influenza Immunizations Report displays VistA information about influenza vaccination medications
ordered for the patient, and influenza vaccination diagnoses and procedure codes recorded. This report
cannot be used to document performance measure conformance due to various methods of recording

doses.

The Influenza Immunizations Report may be accessed from the Medical Complications tab as well as
from the Reports tab.

Patient Search Spinal Cord Injury and Disorders Outcomes
Mame: SPINALCORD,FOURTEEMN Date of Birth : 107231946 (58 vrs) Meuro. Leval: ASIA Mext AE Due: 08/24/2005
SE5MN: 000-00-0014 Education: C& Employment: RT Bladder Drainage: IC Pressure Ulcer: 2

Influenza Immunizations Report
Select date range. The default is five years.,

Review Influenza Vaccination Clinical Reminders in CPRS Al Resuls v | Gelect |

Influenza Vaccination Pharmaceuticals: Influenza VYaccination Procedures (CPT)

BTN ST E—TT—
FLU VACCINE, 3 YRS, I

1102972001 H063%
1102972001 041 IMMUNIZATION ADMIN

Influenza Yaccination Diagnoses (ICD):

D | I ] Deajin

[=N[ES

Print ﬂl M

[

Cover Sheet Reqistration Impairments Medical Complications Activities Participation & SWWLS Reports
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Pain Assessment and Treatment Report

The Pain Assessment and Treatment Report displays SF-MPQ and PPI scores, pain alleviation drugs, pain
management diagnoses and procedures, and Transcutaneous Electrical Nerve Stimulation (TENS) trial

dates.

The Pain Assessment and Treatment Report may be accessed from the Medical Complications tab as well

as from the Reports tab.

McGill Pain Questionnaire (SF-MPQ) Scores:

[ Type | Score |_Seore Type | _Recosd Date JHI

[ |

Pain Assessment and Treatment Report

Pain Alleviation Drugs:

[ Dae [ DName [ Coie|
WA Y 13, 2002 LSPIRIN 32510 TAR FENIEB

sV 13,2002 [ASPIRIN 325MG TAR  CHI03 |

E

NSAIDS Analgesics:

Tricyclic Analgesics:

SF-MPQ and PPI

AntiComvulsants:

[ Date [ MName ] Cote JH

Opioid Analgesics:

El

Select date range. The default is five years.

IFive Years ¥ ﬂl

Pain Intensity (PPI) Scores:

03012005

PATH | 5
PATH | 3 021072004

[ |

Pain Manag

[ Date [ 1cD | Description B

it Surgical Diag

[ Date [ MName [ Coie [ESNNM[ Dae [ Mame | Codc SN[ Dat- [ CPT [ Description |H
Local Anesthetics: Other Medications: Transcutaneous Electrical Nerve Stimulation I[TENS):
| Dae | Name ] Code] [ Date [ CPT [ Description B
U 04, DOCAINE 0.5% (SWGML) N204 PR 26, |AMITRIFTYLINE o0
002 TEFI MDV (04 SIPERPHENAZINE 4hiC: TAR
Print | Back | Help |
Cover Sheet Registration Impairments | Medical Complications | Activities | Participation & SWLS | Reports |
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Pneumonia and Respiratory Report

The Pneumonia and Respiratory Report displays VistA information about increased aspiration risks due

to swallowing difficulties or feeding tubes, pneumonia or atelectasis diagnoses, intubation procedures,
chest radiology results, sputum laboratory results, and discharge locations following inpatient treatment of
pneumonias.

The Pneumonia and Respiratory Report may be accessed from the Medical Complications tab as well as
from the Reports tab.

% Patient Search | Spinal Cord Injury and Disorders OQutcomes Logout

Narme: SPINALCORD,ONE Diate of Birth : 02201927 (78 yrs.) Meurn. Level: ¢O2 ASIA B Next AE Due: 06/12/2008
SSN 000-00-0001 Education: Employment: UL Bladder Drainage: Fressure Ulcer,

: . e ; . Select date range. The default is five years
Ventilator Equip.Supplies?: N Pneumonia and Respiratory Report Im

Mutrition or Dietary Precautions: P ia-Related Diag {# of Dxs: D) Chest Radiology Results:
[ Due | Despron MMM Do | 1D | Desorpon MM Due | CPT | Descrpion |

01/0372005 71010 CHEST X-BAY
1202352004 71020  CHEST X-BAY
1202212004 71010 CHEST X-BAY

12172004 71020 CHEST X-RAY
ﬂ j 17911 56004 PN PHRST Y RLV j

PEG and Gastrostomy Tube ICD Codes: Atelectasis Incidents (# of Dxs: 0) Sputum Laboratory Results: O

| _Date | 1D | Description BN Date | 1D [ Descripon BN Date | Deserpton B

= [ =
Supply Orders for Hasogastric and Feeding Tubes: Intubation Procedure Codes: E Discharge Locations:
[ Daie |  Name [ Cote BN Daie | CPT |  Descripton SN[  Daie [ Descripton |
WILTY 18,
Cone@l4:3Tad [
MIAY 12, RETURN TO COMMUNITY-
L003E09:09:44 NDEPEMDENT
[ S 5T RETURN TO COMMUNITY- |7
Print | Back | Help |
I Cover Sheet Registration Impairments | Medical Complications Activities | Participation & SWLS | Reparts |
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Pneumococcal Immunizations Report

The Pneumococcal Immunizations Report displays VistA information about pneumococcal vaccination
medications ordered for the patient, and pneumococcal vaccination diagnoses and procedure codes
recorded. This report cannot be used to document performance measure conformance due to various
methods of recording doses.

The Pneumococcal Immunizations Report may be accessed from the Medical Complications tab as well
as from the Reports tab.

Pneumococcal Inmunizations Report
Select date range. The defaultis five years.

Review Pneumnococcal Vaccination Clinical Reminders in CPRS Al Resuls =] | Select |
Pneumococcal Yaccination Pharmaceuticals: E Pneumococcal Yaccination Procedures (CPT)
[ b | e | ce DR we ] T Depin ]
110011997 ED?BE IIENEUMOCOCCAL VACCINE
1071907 00732 PNEUMOCOCCAL VACCINE |

=1

Pneumococcal Yaccination Diagnoses (ICD):

| Daie | 1D [ Deseription |
I0071997  W03Z2 PROPHY VACC STREP PNEU

[

Caver Sheet Registration Impairments Medical Cormplications Activities Farticipation & SWLES Reports

May 2011

118



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

Pressure Ulcer Report

The Pressure Ulcer Treatment Report displays SCIDO information entered on the Medical Complications
Tab and PUSH assessments and also displays VistA information about pharmacy supplies and prosthetic
devices, diagnoses, surgeries, complications, radiological studies, and laboratory results related to
pressure ulcers.

The Pressure Ulcer Treatment Report may be accessed from the Medical Complications tab as well as
from the Reports tab.

The Treatment Completion Information field is populated from Pressure Ulcer Finish data entered on the
Medical Complications Tab. The Pressure Ulcer Risk field is populated from Risk data entered on the
Medical Complications Tab.

% Patient Search | Spinal Cord Injury and Disorders Outcomes Logout |

MName: SPINAL,CORD PTONE Date of Birth : 06/01/1931 (deceased) Newuro, Level: ASIA: Mext AE Due: 0202/2005
S5M ; 000-00-10M1 Education: GG Employrment: UL Bladder Drainage: Pressure Ulcer:

Select date range. The default is five years
IFive Rars 'I

Radiology Results:

Pressure Ulcer Report

Treatment Completion Information: Pressure Ulcer and Associated Diagnoses:

Record | Open | | Predominant [Elapsed Time
Date | Closed Position chieve

|

Laboratory Results:

[0

[
Pharmacy Supplies: Surgical Diagnoses:

[ Date | Name | Code | [ Date [ 1cD | Descripon B Camplete Blood Count - JAN 11, 2003@11:35:06 4
I T
d d WBC 609 Kiew (379 (997
: i : HGR 103 |L |gdl 12 14
Prosthetic Device Codes: Surgical Procedures:
HCT 3532 L% 37 47
[ Dat | Descripton | Code | [ Daie [ CPT [ Descrpton B

Complete Blood Count - JUL 28, 2002(@19:49:02

I
Crovoe | o | i 1]
73

Kieron |39 116

[-|

PUSH Scores: Surgical Complications:

[
g

HGE 106 |L |gdl 12|14
Highest . [ Daie [ ICD [ Deseriptin B v
ore | Total | ~ _° Mumber of 5
Stage HCT s L% ETRE Y]
ype Te = Ulcers
Ulcer

Compleie Blood Count - JUL 28, 2002@19:49:01

I T

KX

]
et i i i 0]

mmorenrremat les Ir | £ lan

Risk Level | Risk Insirument Name ! )
Print| Back Helpl
Cover Sheet Registration | Impairmerts | Wedical Complications Activities Participation & SWLS Reports
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Urinary Tract Infections Report

The Urinary Tract Infections Report displays VistA information about urinary tract diagnoses, surgical
procedures, radiological studies of the urinary tract, and urinalysis, microbiology, and CBC laboratory
results related to urinary tract infections.

The Urinary Tract Infections Report may be accessed from the Medical Complications tab as well as from

the Reports tab.

% Fatient Search Spinal Cord Injury and Disorders Outcomes Logout |
Narre: SPINALCORD, ONE Date of Birth : 09/221927 (78 yrs) MNeurn. Level: C02 ASIA B Mext AE Due: 0811 22006
SS5M ; 000-00-0001 Educatian: Employment: UL Bladder Drainage Pressure Ulcer:

Urinary Tract Infections Report
Bladder Drai | T Select date range. The defaultis five years.
adder Drainage: aboratory Results W

Urinary Tract Diagnoses Urinalysis Urinary Tract Radiology Results

| Deseription | . 5

ﬁsnmum 599 7 HEMATURIA _ 55:192003 ﬁ EONTRST XRAY, URINARY TR
Ds/12/2003 997  HEMATURIA I Ds/1572003 h‘amoo ONTRST %-RAY, URINARY TR
SPECIFIC GRAVITY 1005 [1=

K1 »

Microbiology, Urine

=10,000 CFUML EACH OF ONE OR MORE ORGANISIS.

Surgical Procedures (CPT Codes) I ﬂ

| Dae | CPT |  Description |

i 52352003 52000 FEYSTOSCOPY Complete Blood Count
51232003 2000 YSTOSCOPY

p b e | Specimen: Blood - NIAY 14, 2003@06:99:01 .ﬂ

ml Elackl Help |

MO GROWTH IN 7 DAYS
4 | _>|J

=
4| | »

Cover Sheet Registration Impairments | Medical Complications | Activities | Participation & SWLS Reports
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RAI-MDS Quality Indicators Report

The RAI-MDS Quality Indicators Report provides information for a specific patient on twenty-four
quality indicators derived from the RAI-MDS. The default date for this report is the previous month. The
user can also select a different month from the dropdown for a report. Information regarding these
twenty-four quality indicators is displayed if the patient is in a JCAHO Long-Term Care Setting in the
VA. Even though information may not be available for the specific patient, summary information
regarding these twenty-four quality indicators at both the regional and national levels will be provided.

M_ Patient Search | Spinal Cord Injury and Disorders Qutcomes Logout
~ Wame SPINALCORD FOURTEEM  Date of Birth : 10/231 946 (deceased) MNeuro. Level: CO2 ASlA D Mext AE Due: 030242005
S5N : 000-00-0014 Education: SC Employment. UL Bladder Drainage: IC Fressure Ulcer: 2
RAI-MDS Quality Indicators
Date Range: 12/0142005 - 12531/2008 Creation Time: 03(22/2006 Select date range
SCI Center Region: Region The defaultis the previous manth.
Dec 2005 »|  Submit |
Ft Regional SCI Matianal SCI Pt Regional SCI Matianal SCI
DamainfQuality Indicator Mum  Mum  Den % MNat% % Rank |Domain/Quality Indicator Mum  Mum  Den %  Mat% % Rank
Accidents Mutrition/Eating
1. Incidence of new fractures 0 ] 0 000% 0.00% 100.0% |13 Prevalence ofweight loss 1] 1] 0 0.00% 0.00% 100.0%
2. Prevalence of falls 0 ] 0 000% 0.00% 100.0% |14 Prevalence oftube feeding 1] 1] 0 0.00% 0.00% 100.0%
BehavionEmotional Patterns 15, Prevalence of dehydration 1] 1] 0 0.00% 0.00% 100.0%
3. Prevalence of behaviarial symptams Physical Functioning
affecting others 16. Prevalence of bedfast residents 0 0 0 0.00%0.00% 100.0%
Global 0 0 0 D00% 0.00% 200.0%|47 |ncidence of declingin late lossADLs 0 0 0  0.00% 0.00% 100.0%
High Risk 0 0 0 000% 0.00% 100.0%|4g Incidence of decling in ROM 0 0 0 0.00%000% 100.0%
Low Risk 0 0 0 0.00% 0.00% 100.0% PPN —,
4. Prevalence of symptoms of depression 0 ] 0 000% 0.00% 100.0% Syenolroplc Lrug /se . )
3 EEr e S e G 19, Prevalence of antipsychatic use inthe
. me P 0 0 0 0.00% 0.00% 100.0%]absence of psychotic of related conditions
without antidepressant therapy
Global 1] 1] 0 0.00% 0.00% 200.0%
Clinical Management High Risk 0 0 0 0.00%0.00% 100.0%
6. Use of nine or more different medications 0 0 0 0.00% 0.00% 100.0% Low Risk ] ] 0 0.00% 0.00% 100.0%
Cognitive Patterns 20. Prevalence of antianxietyhypnotic use 1] 1] 0 0.00% 0.00% 100.0%
7.Incidence of cognitive impairment 0 i 0 0.00% 0.00% 100.0% 21 Prevalence of hypnotic use more than 0 a 0 0.00% 000% 100.0%
two times lastweek : ’ ’
Eliminationfincontinence )
8. Prevalence of bladder or howel Laliveilite
incontinence 22. Prevalence of daily physical restraints 1] 1] 0 0.00% 0.00% 100.0%
Glabal 0 ] 0 0.00% 0.00% 200.0% 23 Prevalence of little or no activity 1] 1] 0 0.00% 0.00% 100.0%
High Risk 0 0 0 0.00% 0.00% 100.0%|gun care
Low Risk 0 0 0 0.00% 0.00% 100.0%|34 Prevalence of stage 1-4 pressure
9. Prevalence of occasional ar frequent ulcers
hladder or bowel incontinence without a 0 0 0 0.00% 0.00% 100.0% Global ] ] 0 0.00% 0.00% 200.0%
zoulle;mg p|Ian findwelling cathet 0 0 0 0.00% 0.00% 100.0% A S 0 0 R % 100.0%
A RIS TGS T T : : : Low Risk O 0 0 0.00%0.00% 100.0%
11. Prevalence of facal impactation 0 ] 0 000% 0.00% 100.0%
Infection Control
12, Prevalence of urinary tract infections 0 ] 0 000% 0.00% 100.0%
Backl Cancel | Pr\ntl Helpl

May 2011

121



Spinal Cord Injury and Disorders Outcomes Interim User Manual v.3.0

RAI-MDS Resource Utilization Groups (RUGS) Report"

The RAI-MDS Resource Utilization Groups (RUG) Report provides information about resource
utilization groups, assessment activities of daily living, and RUG case mix index weights for all Veterans
at the SCI regional level for Veterans with SCI in JCAHO Long-Term Care Settings in the VA.

% Patient Seach

BEN : 000-00-0014 Education: 5&

Spinal Cord Injury and Disorders Ouicomes

Hame: SPINALCORD FOURTEEM  Dabe of Birth : 100231 846 (deceased) Mewrg. Level: CO2 ASI D
Employment UL Btadder Drainage: IC

Logout
Hend AE Dusc QANHR005
Prassure Wcer. 2

Faﬂe Range: § 10472005 - 11202005

g CHEWE 18.0 Total Asemis: 29

RALMDS Resournce Lization Groups (RUGH

Creation Time: 03722006
EC1 Conber Region: Tampa

Select dale range
The default is the previous maonth

[miow 2005 =] _ Submit |

| 28M Facilgy City
| CHEYENNE
, CHEYENNE
| CHEYERNE
[ CHEYENME
[ CHEVENME
| CHEYERME
| CHEYERME
[ CHEYENME
[ CHEVENME
[ CHEYENRME
[ CHEYENME
| CHEYERRE
[ CHEYENME
| CHEYERNE
[ CHEYENME
| CHEVENHE
| CHEYERME
| CHEYENME
CHEYENME
I CHEYENME
| CHEYENME
CHEYERME
CHEYERRE
CHEYENME
CHEYEMME
| CHEYENNE
CHEYERME
[ CHEYENME
CHEYENME

|Tubaa ¥ ol Asgessments: 29

URBAN
UREAN
UREAN
URBAM
UREAN
URBAN
URBAM
URBAN
UREAN
URBAN
URBAM
URBAN
URBAMN
UREAN
UREAN
URBAN
URBAM
URBAM
UREAN
URBAM
URBAN
UREAN
UREAN
URBAM
URBAN
UREAN
URBAMN
URBAM
UREAN

UG W Set RUG AzamLADL

cal
c
CAL
CAl
SE2
PD2
FD4
5eC
5E2
CAl
PE1
Can
SE1
cEl
PAl
Pal
CAl
A
FDa
CAl
Cal
E5B
5E2
EER
FOi
554
CC2
Al
cen

Tobal Chilvi

CHlW RUAG
)
F]
17
17
kKl |
16
15
i
L]
17
18
17
29
|
1
1
17
17
1%
17
17
Fl ]
n
26
15
24
Fi
17
i

578

RUG ModeliLoge: Version: 44751 RUG Weight Set Medicare PPS Urban—0701/98 Reference: MDS 2.0 UserDs Manual Updated 2099, RUAG-B

Classification System, Appendic 6, Briggs Comoration.

!aml cancel | Fﬂlﬂll
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Cumulative Reports

Cumulative Reports produce statistical reports of Outcomes information across diagnostic categories. A
definition of each row displayed in the reports is provided in this section for four reports:

Inpatient Rehabilitation Outcomes displays demographics, length of stay, a variety of inpatient
rehabilitation effectiveness and efficiency indices, and benchmarks from the MSCIS for some of
these indices. This report may be useful in summarizing inpatient rehabilitation outcomes for
interested stakeholders, patients, and accreditation organizations. A user-selected date range of care
close dates reflects Inpatient Rehabilitation Episodes of Care for inclusion in this report.
Outpatient Rehabilitation Outcomes displays demographics, FIM and SWLS Change, FIM Goal
Attainment, and FIM and SWLS durability for Outpatient Rehabilitation Episodes of Care having
care close dates within a user-selected date range.

Continuum of Care Inpatient Outcomes Report displays a summary of demographics, length of
stay, FIM and SWLS Change, FIM Efficiency, FIM goal attainment, and FIM and SWLS
durability for patients within a selected range of assessment close dates for continuum of care
inpatient care type.

Annual Evaluation Outcomes Report displays a summary of demographics, FIM, CHART-SF, and
Diener’s SWLS assessments that have been provided within a selected date range.

The report topics are broken down by the following diagnostic categories:

Diagnostic Categories

Hi-Tetra Neurological Level is C1-C4 and ASIA Impairment = A, B, or C

Lo-Tetra Neurological Level is C5-C8 and ASIA Impairment = A, B, or C

Paraplegia Neurological Level is T1-S5 and ASIA Impairment = A, B, or C

ASIA D Any Neurological Level and ASIA Impairment = D

ALL All Neurological Levels and all ASIA Impairment values (except Unknown)

Inpatient Rehabilitation Outcomes Report Topics Descriptions

Inpatient Rehabilitation Outcomes Report Topics

Report Topic Description

# and % of Number of patient datasets in the diagnostic category and Percentage of datasets in

Patients all diagnostic categories that number represents.
% is the number of diagnostic datasets divided by number of all datasets.

Age (yrs) Calculate age of individual patient for each dataset in diagnostic category.
Calculate Average patient age for each diagnostic category

Age Range Range of ages in datasets, from the age of the youngest person to the age of the
oldest person for each diagnostic category.

Gender (% Percentage of males in diagnostic category.

Male pts)

Length of To use a dataset, Care Close Date and Care Start Date must have non-null values. If

Rehab (days) Return Date and Transfer Date are null, then the length of interruption is 0 days.

First calculate the individual patient’s length of rehab for each dataset:

(Care Close Date - Care Start Date - Interruption in Care Length 1 - Interruption in
Care Length 2 - Interruption in Care Length 3)

Then using the individual values for dataset’s length of rehabilitation, calculate the
average length of rehabilitation for each diagnostic category.

Interruption in Care Length = Return Date - Transfer Date
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Inpatient Rehabilitation Outcomes Report Topics

Report Topic

Description

Length of
Rehab Range

Range of length of rehabilitation from the fewest number of days to the most
number of days within datasets used for each diagnostic category.

Total FIM
Change

To use a dataset, it must have a FIM assessment of score type Finish and a FIM
assessment of score type Start; FIM total score for each assessment must have a
non-null value.

First calculate each individual’s FIM Change for each dataset:

Total FIM Change = FIM Total score at Finish - FIM Total score at Start

Then calculate the Average value of FIM Change for each diagnostic category.

MSCIS Total
FIM Change

Constant values populated by system. Display only:
Hi Tetra 12.4
Lo Tetra 27.8
Para 41.5
ASIAD 412
ALL 35.9

FIM Efficiency

To use a dataset, it must have a FIM assessment of score type Finish and a FIM
assessment of score type Start; FIM total score for each assessment must have a
non-null value; the system must be able to calculate the length of rehabilitation.
First calculate individual’s FIM Efficiency for each dataset within each diagnostic
category:

FIM Efficiency = Total FIM Change / Length of Rehabilitation

Then calculate the Average FIM Efficiency value for each diagnostic category.

MSCIS FIM
Efficiency

Constant values populated by system. Display only:
Hi Tetra  0.13
Lo Tetra 0.28
Para 0.76
ASIAD 0.84
ALL 0.55

FIM Goal
Attainment

To use a dataset, it must have a FIM assessment of score type Finish and a FIM
assessment of score type Goal; FIM total score for each assessment must have a
non-null value.

First calculate the individual values for FIM Goal attainment for each dataset in the
diagnostic category:

FIM Total at Finish - FIM Total at Goal

Then calculate the Average value for FIM Goal attainment for each diagnostic
category.

FIM Durability

To use a dataset, it must have a FIM assessment of score type Follow-up and a FIM
assessment of score type Finish; the FIM total score for each assessment must have
a non-null value.

First calculate individual values for FIM Durability for each dataset within each
diagnostic category:

FIM Durability =FIM Total at Follow-up - FIM Total at Finish

Calculate the Average FIM Durability for each diagnostic category.
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Inpatient Rehabilitation Outcomes Report Topics

Report Topic Description
Diener SWLS To use a dataset, it must have a Diener’s SWLS assessment of score type Start and a
Change Diener’s SWLS assessment of score type Finish; the Diener’s SWLS score for each
assessment must have a non-null value.
Calculate individual values for Diener’s SWLS Change for each dataset within each
diagnostic category:
Diener’s SWLS Change = Score at Finish - Diener’s SWLS Score at Start
Calculate the Average value of Diener’s SWLS Change for each diagnostic
category.
Diener SWLS To use a dataset, it must have a Diener’s SWLS assessment of score type Follow-up
Durability and a Diener’s SWLS assessment of score type Finish; Diener’s SWLS score for

each assessment must have a non-null value.

Calculate individual values for Diener’s SWLS Durability for each dataset within
each diagnostic category:

SWLS Durability = Diener’s SWLS at Follow-up - Diener’s SWLS at Finish.
Calculate the Average value of Diener’s SWLS Durability for each diagnostic
category.
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Outpatient Rehabilitation Outcomes Report Topics Descriptions

Report Topic

Description

# and % of Patients

Number of patient datasets in the diagnostic category and Percentage of
datasets in all diagnostic categories that number represents.
% 1is the number of diagnostic datasets divided by number of all datasets.

Age (yrs)

Calculate of individual patient for each dataset in diagnostic category.
Calculate Average patient age for each diagnostic category.

Age Range

Range of ages in datasets, from the age of the youngest person to the age of the
oldest person for each diagnostic category.

Gender (% Male pts)

Percentage of males in diagnostic category.

Total FIM Change

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Start; FIM total score for each assessment must
have a non-null value.

First calculate each individual’s FIM Change for each dataset:

Total FIM Change = FIM Total score at Finish - FIM Total score at Start

Then calculate the Average value of FIM Change for each diagnostic category.

FIM Goal Attainment

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Goal; FIM total score for each assessment must
have a non-null value.

First calculate the individual values for FIM Goal attainment for each dataset
in the diagnostic category: FIM Total at Finish - FIM Total at Goal

Then calculate the Average value for FIM Goal attainment for each diagnostic
category.

FIM Durability

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Follow-up; FIM total score for each assessment
must have a non-null value.

First calculate individual values for FIM Durability for each dataset within
each diagnostic category:

FIM Durability = FIM Total at Follow-up - FIM Total at Finish

Calculate the Average FIM Durability for each diagnostic category.

Diener SWLS
Change

To use a dataset, it must have a Diener’s SWLS assessment of score type
Finish and a Diener’s SWLS assessment of score type Start; Diener’s SWLS
total score for each assessment must have a non-null value.

Calculate individual values for Diener’s SWLS Change for each dataset within
each diagnostic category:

Diener’s SWLS Change = Score at Finish - Diener’s SWLS Score at Start
Calculate the Average value of Diener’s SWLS Change for each diagnostic
category.

Diener SWLS
Durability

To use a dataset, it must have a Diener’s SWLS assessment of score type
Finish and a Diener’s SWLS assessment of score type Follow-up; Diener’s
SWLS total score for each assessment must have a non-null value.

Calculate individual values for Diener’s SWLS Durability for each dataset
within each diagnostic category:

SWLS Durability = Diener’s SWLS at Follow-up - Diener’s SWLS at Finish.
Calculate the Average value of Diener’s SWLS Durability for each diagnostic
category.
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Continuum of Care Inpatient Outcomes Report Topics Descriptions

Continuum of Care Inpatient Outcomes Report Topics

Report Topic

Description

# and % of Patients

Number of patient datasets in the diagnostic category and Percentage of
datasets in all diagnostic categories that number represents.
% 1is the number of diagnostic datasets divided by number of all datasets.

Age (yrs)

Calculate age of individual patient for each dataset in diagnostic category.
Calculate Average patient age for each diagnostic category.

Age Range

Range of ages in datasets, from the age of the youngest person to the age of the
oldest person for each diagnostic category

Gender (% Male pts)

Percentage of males in diagnostic category.

Length of Stay (days)

Length of Stay = Care Close Date - Care Start Date

Length of Stay Range

Range of length of stay from least number of days to most number of days
within datasets used for each diagnostic category.

Total FIM Change

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Start; FIM total score for each assessment must
have a non-null value.

First calculate each individual’s FIM Change for each dataset:
Total FIM Change = FIM Total score at Finish - FIM Total score at Start
Then calculate the Average value of FIM Change for each diagnostic category.

FIM Efficiency

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Start; FIM total score for each assessment must
have a non-null value; the system must be able to calculate the Length of Stay.

First calculate individual’s FIM Efficiency for each dataset within each
diagnostic category:
FIM Efficiency = Total FIM Change / Length of Stay

Then calculate the Average FIM Efficiency value for each diagnostic category.

FIM Goal Attainment

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Goal; FIM total score for each assessment must
have a non-null value.

First calculate the individual values for FIM Goal attainment for each dataset
in the diagnostic category:
FIM Total at Finish - FIM Total at Goal

Then calculate the Average value for FIM Goal attainment for each diagnostic
category.

FIM Durability

To use a dataset, it must have a FIM assessment of score type Finish and a
FIM assessment of score type Follow-up; FIM total score for each assessment
must have a non-null value.

First calculate individual values for FIM Durability for each dataset within
each diagnostic category:

FIM Durability = FIM Total at Follow-up - FIM Total at Finish

Calculate the Average FIM Durability for each diagnostic category.
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Continuum of Care Inpatient Outcomes Report Topics

Report Topic Description
Diener SWLS To use a dataset, it must have a Diener’s SWLS assessment of score type
Change Finish and a Diener’s SWLS assessment of score type Start; Diener’s SWLS

total score for each assessment must have a non-null value.

Calculate individual values for Diener’s SWLS Change for each dataset within
each diagnostic category:

Diener’s SWLS Change = Score at Finish - Diener’s SWLS Score at Start
Calculate the Average value of Diener’s SWLS Change for each diagnostic

category.
Diener SWLS To use a dataset, it must have a Diener’s SWLS assessment of score type
Durability Finish and a Diener’s SWLS assessment of score type Follow-up; Diener’s

SWLS total score for each assessment must have a non-null value.

Calculate individual values for Diener’s SWLS Durability for each dataset
within each diagnostic category:

SWLS Durability = Diener’s SWLS at Follow-up - Diener’s SWLS at Finish.
Calculate the Average value of Diener’s SWLS Durability for each diagnostic
category.
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Annual Evaluation Outcomes Report Topics

Report Topic

Description

# and % of Patients

Number of patient datasets in the diagnostic category and Percentage of
datasets in all diagnostic categories that number represents.
% 1is the number of diagnostic datasets divided by number of all datasets.

Age (yrs) Calculate age of individual patient for each dataset in diagnostic category;
then Calculate Average age for each diagnostic category.

Age Range Range of ages in datasets, from the age of the youngest person to the age of
the oldest person for each diagnostic category.

Gender (% Male pts) Percentage of males in diagnostic category.

Total FIM Score

To use a FIM assessment in this calculation, it must have a FIM Total
score.
Calculate the Average FIM Total Score for each diagnostic category.

Motor FIM Score

To use a FIM assessment in this calculation, it must have a FIM Motor
score. Calculate the Average FIM Motor Score for each diagnostic
category.

Cognitive FIM Score

To use a FIM assessment in this calculation, it must have a FIM Cognitive
score. Calculate the Average FIM Cognitive Score for each diagnostic
category.

CHART Physical Indep  To use a CHART-SF assessment in this calculation, it must have a
CHART-SF Physical Independence Score.
Calculate the Average CHART Physical Independence score for each
diagnostic category.

CHART Cognitive To use a CHART-SF assessment in this calculation, it must have a

Indep CHART-SF Cognitive Independence Score. Calculate the Average CHART
Cognitive score for each diagnostic category.

CHART Mobility To use a CHART-SF assessment in this calculation, it must have a
CHART-SF CHART Mobility Score. Calculate the Average CHART
Mobility score for each diagnostic category.

CHART Occupation To use a CHART-SF assessment in this calculation, it must have a

CHART-SF Occupation Score. Calculate the Average CHART Occupation
score for each diagnostic category.

CHART Social

To use a CHART-SF assessment in this calculation, it must have a

Interaction CHART-SF Social Interaction Score. Calculate the Average CHART Social
Interaction score for each diagnostic category.

CHART Economic To use a CHART-SF assessment in this calculation, it must have a
CHART-SF Economic Score. Calculate the Average CHART Economic
score for each diagnostic category.

Diener SWLS To use a Diener’s SWLS assessment in this calculation, it must have a

Diener’s SWLS Total Score. Calculate the Average Diener SWLS Score for
each diagnostic category.
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Custom Reports

You can generate custom reports to your specifications by learning to use the Report Designer, which
allows you to select the criteria, format, and information needed for a report.

To generate a custom report, select the Report Designer button. Select a category and subject area of
information to use in the report, and then select specific attributes to print in the report or to use as filters
or sorting criteria. Sorting determines the order in which the rows of information occur. Filters allow the
selection of specific portions of the population to be included in the report while excluding all others.

On the custom report definition page, a right arrow | allows movement of information from the
attributes to be used in printing, sorting, or filtering. The X allows deletion of attributes from printing,
sorting, or filtering. Up #| and down * arrows are used to change the order of printed attributes or
sorting criteria. Once filters have been selected, a second page will allow definition of values or ranges, if
needed, for the selected filters.

When the Custom Report page first opens, it appears as follows with the categories listed and three print
columns of Name, SSN, and Division already established. You can delete Name, SSN, or Division from
the print column by selecting them and using the deletion function. X

a § Custom Report Definition
T late (Print) Col
Category Subject Area Attributes of Subject Area Egmplate Grinhicuumns N
Fatient Identification
Registration
Assessment Information
ASIA > x
Health Status J J
Comorbidities
Behavioral Health
Medical Complications ﬂ
Activities
Multiple Sclerasis Sort Columns
Faicipation — ﬂ
Repoart Filters
L] x|
¥
Filter Columns
L] x|
Elackl Cancel | Reset | F'rintl Submit |

Select the category, subject area, and attributes of subject area and add them to the print, sort, and filter
columns, one at a time. As you select a category, the available subject areas for that category are
displayed. After you choose a subject area, the available attributes become available.

In the example that follows, the Category ASIA was selected. Then the Subject area of ASIA was
selected. From the ASIA attributes of subject area, ASIA Impairment was chosen and added to the Print,
Sort, and Filter columns, using the arrows. From the ASIA attributes of subject area, Neurological Level
was chosen and added to the print and filter columns using the arrows.
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% Custom Report Definition =
Template (Print} Columns
Category Subject Area Attributes of Subject Area Nlame { ) ﬂ
Patient Identification ASIA Impairment e
Registration Caomplete or Incomplete o
ssment Infarmation Light Touch Score Total ASIA Irrpaiment
Light Touch Scare Left Total u Meuralogical Level ﬁ
Health Status Light Touch Score Right Total
Comathidities Motor Score Tatal
Behavioral Health Motor Score Left Tatal
Medical Complications NMotor Score Right Total +
Artivities Meurological Level
hultiple Sclerasis Meuralogical Motor Left Sort Columns
Participation Meuralogical Motor Right = +
Report Filters Meuralogical Sensory Left ASlbimpairment J
Meuralogical Eensory Right
Pin Prick Score
Pin Prick Score Left Tatal
x
Fin Prick Score Right Total K X
L
Filter Columns
ASIA Impairment
Meuralogical Level
id x|
Back | Cancel | Reset | Print | Submit |
[

Select Submit to submit your custom report definitions. The Custom Filter Criteria window displays the
filter options you selected in your definition. In the previous example, the filters selected were ASIA
Impairment and Neurological Level. In the example below, we chose to highlight C as the only choice for
ASIA Impairment and entered CO7 for Neurological Level.

5 Custom Filter Criteria
<

A= Complete: Mo motor ar sensary function is preserved in the sacral segments 54-54

ASIA B = Incomplete: Sensory but not motor function is preserved helow the neurological level and includes the sacral segments 54-55

Impairment:

C = Incomplete: Motor function is preserved below the neurological level, and more than half of key muscles below the neurological |
0 = Incormplete: Maotor function is presened helow the neurological level, and at least half of key muscles helow the neurological leve
E = Mormal: Maotor and sensory function are normal

Neurologicall—
Level: £ D?l

Back | Cancel | Reset | F'rintl Submit

Please complete the above report parameters and click the Submit Inntton to display the report

To select more than one ASIA Impairment filter criteria, hold down the Ctrl Key and highlight all desired
filter criteria from the list. To select a range of filter criteria values, hold down the Shift key and select a
beginning and end value. For example, for the ASIA Impairment, you could select “C” and then move
down the list to “E”. For the ASIA Impairment list, there is a value of “UNK = Unknown” that is not
visible in the example above, but can be viewed by scrolling down the filter list. Being able to select a
range is useful when selecting from a large filter criteria list. For some criteria, such as the Neurological
Level, there is no list to choose from, and values must be entered accurately.

After selecting the Submit button, the Custom Report Results are displayed. The Custom Report Result
page shows the Template (Print) Columns that were selected on the Custom Report Definition page. The
report parameters, including the filters used as criteria, are displayed at the bottom of the report.
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Name SSN Division
SPINALCORD,SIXTEEN 000000016 \Ebnfgfﬂgf
SPINALCORD, NINETEEN 000000014 \mfgmgf
SCDTESTPATIENT FOUR GEE040004 Sbnfgmgf

Repart Parameters

1. DatefTime Run=Thu Jun 14 16:26:57 CDT
2007

2. Divisions filtered by Role = CHEYEMME YAMC

(442), CHEYENNE VAMG (983), DAYTON (954)

Report Created hy = User Gui Sciclinician

User's Role = SCI_Clinician

ASIA Impairment=C

Meurological Level= COT

e w

Custom Report Result

Backl Cancel ml

; Neurological
ASIA Impairment g
Level
C = Incomplete: Motar function is presemved helow the neurological level,
and mare than half of key muscles below the neurological level have a coy
muscle grade less than 3
C = Incomplete: Motar function is preserved helow the neurological level,
and mare than half of key muscles below the neurolagical level have a coy
ruscle grade less than 3
C = Incomplets: Motar function is preserved helow the neuralogical level,
and mare than half of key muscles below the neurological level have a cay

muscle grade less than 3

Export options: C8Y | Excel

If there are no report results, the System returns a message that “Your filter criteria returned no patients.

Please check your selections and try again.”

You have the option of exporting the report results into a comma-separated value (CSV) file format or
into an Excel spreadsheet format using the Export Option commands CSV and Excel at the bottom of the

report.

From the Custom Report Result page, select Cancel to return to the Reports tab. The Back button will
take you back to the Custom Filter Criteria page, where you can re-select filter criteria, then rerun the

report. It is often prudent when rerunning reports to return to the Reports tab to reselect all the criteria,

rather than using the Back function.
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